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CHAPTER I 
INTRODUCTION 
Depression continues to be one of the most frequent and inca-
pacitating forms of mental disturbance within the spectrum of psy-
chopathology. And yet, there has been surprisingly little progress 
in attempts to understand the nature of this disorder, little 
progress in the development of new and effective approaches to 
treatment. 
A major difficulty in understanding depression is the fact that 
this term is used to describe a number of psychological states. Tho 
label of depression may refer to a symptom, an affective state, a syn-
drome or a nosological entity. The problem is also complicated by the 
fact that depression can be both an appropriate emotional state in 
response to certain life events, and also a form of pathology, which 
can vary a great deal in terms of symptomatology and degree of ego 
impairment. Furthermore, depression may constitute a primary type of 
emotional disorder or may appear as a significant though secondary 
aspect in a variety of psychopathological contexts. In the present 
study, the term depression will refer to a persisten~pathological 
mood state, manifested by feelings of sadness, hopelessness and 
helplessness. 
Although in classical psychoanalytic theory, pathological depres-
sion (or melancholia as it used to be called) has been conceived of 
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as a global entity, the trend in recent work is to classify depressed 
patients into several distinct subgroups. This last position, based 
largely on clinical observation, but supported by empirical data, is 
clearly expressed by Mendelson, who carefully and extensively reviews 
the literature and states: 
" ... there is a consensus that the term 'depression' 
is applied to a variety of affective states. These states 
differ not only objectively but subjectively as well. 
People are depressed in different ways. They experience 
and manifest and describe their depression differently." 
(1961, p. 144.) 
However, there is sharp disagreement about the type of variable 
most relevant for categorizing depressed patients. To date, a number 
of classifications have been proposed, none has been universally 
adopted, and the current nosological picture is marked by confusion 
and controversy. In general, there is a consensus that existing 
categories such as "involutional", "agitated" and "retarded", 
"reactive" and "endogenous", do not adequately account for important 
clinical, dynamic or etiological issues. 
This thesis takes a multifaceted view and supports the contention 
that depression consists of meaningful and distinguishable typologies. 
And, examining the literature, it seems quite clear that much of the 
current diagnostic confusion stems from an important failure to 
define subgroups according to the criteria of a single conceptual 
framework. Rather, existing classifications haphazardly combine 
variables representing one psychological dimension such as 
symptomatology, with those from other dimensions, such as premorbid 
personality or etiology. 
The proposed study will attempt to investigate the nature of 
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depression within the context of one theoretical approach. The 
major source of hypotheses will be the work of Edward Bibring. 
Rooted in the psychoanalytic tradition, his conceptual scheme is 
particularly appropriate because it successfully incorporates the 
classical work on psychosexual development with more recent writings 
on ego psychology and observations of the phenomenological factors 
in depression. Basically, it provides a formulation that (1) 
accounts for diversities and differences among depressed patients, 
(2) delineates common features and mechanisms in depression, (3) 
emphasizes the subjective experience, and (4) makes statements of 
dynamic and structural importance. 
To date, no attempt has been made to subject Bibring's major 
hypotheses to empirical investigation; certainly there is much . 
knowledge to be gained from this endeavor. In fact, the very idea 
of classifying depressed patients according to an analytic model also 
makes such study long overdue. Although psychoanalytic concepts 
influence much of current thinking about depression, no major attempt 
at grouping has maintained a consistent analytic view. 
Tnis failure to use psychoanalytic hypotheses seems to have a 
strong historical basis. Freud and Abraham made brilliant clinical 
observations about depression, creatively linking these insights to 
theories of personality development and theories of pathology. In 
their conceptual schemes, the basic mechanisms, dynamics, and etiology 
of the disorder were universal -- the manifest differences among 
patients were merely quantitative in nature. 
Clinicians increasingly were puzzled by variations in the symptom 
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picture and personality structure of depressed patients. Such 
writers as -Deutsch (1932), Rado (1951), Gero (1953), and Bibring 
(1953) independently agreed that the original view of depression 
might need further investigation and further amplification -- they 
tentatively suggested that there might, indeed, be different types 
of depression, each with different underlying dynamics. 
Growing clinical evidence suggested that depression had many and 
varied symptoms; that it was experienced in many different ways; that 
it was precipitated by many different external events; that it could 
incapacitate people with widely different personalities and different 
patterns of object relations. To be more specific, the modern 
analysts observed that some individuals became depressed with the 
experience of loss or failure, while others became depressed after 
achieving success; that some patients had an infantile and dependent 
premorbid character, while others were obsessive-compulsive; that some 
depressives feel intensely guilty, while others experience minimal 
guilt and blame others. 
These kinds of data clearly called for an amplification of the 
traditional concept of depression. And, the work of Bibring marked 
the culmination of attempts to further develop earlier psychoanalytic 
theory. There had been a tendency to adopt these analytic concepts 
into psychiatric thinking as well-established fact, despite Freud's 
own warning against their premature and unconditional acceptance. 
Specifically writing about depression, he stated "any claim to 
general validity for our conclusions shall be foregone at the outset"; 
he wondered whether object loss was a necessary condition for the 
s 
onset of depression or whether "a purely narcissistic wound to the 
ego would suffice to produce the clinical picture of melancholia" 
(1917, p. 164). 
Thus, although psychoanalysis made important and influential 
contributions to the understanding of depression, a strong tendency 
to accept its theories ~fact greatly stifled attempts to rethink 
issues and to revise hypotheses. Further, the field has been 
restricted by the exclusive adoption of the case study method 
the approach used by Freud and Abraham. There have been very few 
efforts to explore major analytic concepts by programs of systematic, 
empirical research. Rather, the literature is dominated by case 
histories which are limited in value because of the frequently inadequate 
delineation of the case material. 
As Mendelson states: 
"In contrast with such careful reporting [by Freud and 
Abraham] many theories are based on case material that 
is described no more precisely than by the word 'depressed'. 
Emotional disorders are not clearly identified and the 
size of the sample is rarely mentioned. Instead, the 
theoretical conclusions are announced ex cathedra, as it 
were, based on the writer's presumably-extensive 
experience." (p. 143). 
But perhaps this trend is being reversed. Analysts have shown 
a growing awareness that analytic theories need empirical study. 
With the development of more complex and sophisticated statistical 
techniques, ambitious research has been stimulated. 
Mendelson, who strongly advocates a shift toward such empirical 
research in the study of depression, summarizes the psychoanalytic 
approach to depression during the pas t era as follows: 
"This era was chiefly characterized by boldly 
speculative theoretical formulations and by 
insigntful clinical studies . . . It was an era 
of large scale conceptualizations and generali-
zations. 
"This era is drawing to a close. The theories 
and the categories which were so characteristic 
of it are being subjected to critical reappraisal. 
There are increasing demands for responsible 
sober testing of theories and hypotheses." 
(p. 145.) 
The present study represents an attempt to investigate the 
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nature of depressive pathology within the context of psychoanalytic 
theory. Its particular interest is in attempting to differentiate 
depressed patients on the basis of a particular ego factor derived 
from Bibring's theory, and to examine and compare sybtypes formed 
on this basis in terms of a number of clinical and demographic 
variables to determine if this classification system is useful, 
clinically and theoretically. 
CHAPTER II 
REVIEW OF THE LITERATURE 
This review of the literature on depression will fall into three 
general areas: a summary of the major psychoanalytic theories that cul-
minated in the work of Bibring; a description of diagnostic systems 
that attempt to delineate subgroups within the global category of 
depression; and an account of relevant empirical research . 
A. PSYCHOANALYTIC THEORIES OF DEPRESSION 
It is the writing of Freud and Abraham that still serves as the 
basis for all analyt itc formulations about depression . Of these two 
theorists, Freud's ideas were, perhaps, more original and broader in 
scope, since he attempted to analyze the underlying processes, mechan-
isms, and dynamics involved in depression. While Abraham did supply 
some original notions and did antedate Freud, he made his major con-
tribution by elaborating, exploring, and illustrating certain of 
Freud's conceptualizations . 
The earliest psychoanalytic paper on depression was written by 
Abraham in 1911 and was based on clinical experience and observation. 
He theorized that psychotic patients were struggling with intense feel-
ings of hatred and hostility . They found their hostility unacceptable, 
and attempted to deal with it by projecting it upon others . In addition, 
he believed psychotic depressives felt extremely guilty about their un-
conscious hostility, and would often develop delusional ideas of guilt. 
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By contrast, Abraham thought that neurotics were attempting to 
manage feelings of being unloved (evoked by sexual disappointment), 
and feelings of being unable to love (due to hostile wishes). 
In all of his subsequent work, Abraham was greatly influenced 
by Freud's theory of psychosexual development. He never pursued his 
own early view that projection was the essential mechanism in depres-
sion. Rather, he followed Freud and gradually became convinced that 
introjection was, indeed, the central process in this form of 
pathology. 
In 1916, based on vivid clinical evidence, Abraham concluded 
that the libido of the depressed patient was "regressed to the most 
primitive stage of its development known as the oral or cannibalistic 
stage". He believed that the self-reviling and guilt so often seen 
in the psychotically depressed patient was, in some way, related to 
his strong oral-aggressive, devouring wishes toward an external, lost 
object. Thus, at the very outset, the analytic theory of depression 
emphasized the importance of two factors -- hostility and orality. 
· . 1t was in 1917 that Freud published "Mourning and Melancholia" , 
by far the most central and most influential paper in the psychoana-
lytic literature on depression. Even today, this comprehensive and 
creative study remains a background for much thinking in the area. 
In fact, Abraham was the first theorist to draw the parallel 
between grief and depression. However, it was the careful and in-
sightful work of Freud that extended and firmly established this 
very meaningful analogy. Although he recognized certain crucial 
difference, Freud stated that introjection was the key process in 
normal mourning as well as pathological melancholia. This mechanism 
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is necessary and universal in resolving the loss of a loved obj ect. 
It only becomes pathological when the relationship to the lost 
object has been marked by ambivalence, when the introjection becomes 
an effort to destroy the hated object by oral incorporation. 
Following through on this last idea, Freud posed one of his most 
brilliant ideas: that the terrible reproaches and accusations which 
the psychotically depressed patient directs against himself stem, 
originally, from his negative feelings toward the lost object. The 
tremendous hostility and anger which once were directed at and caused , 
a struggle with the external object, now cause an intrapsychic 
conflict . In this inner battle, the critical agency of the psyche 
attacks the ego, which has come to include the introject of the lost 
object. (Freud had not yet conceptualized the superego as a separate 
psychic structure, but he b~an to hypothesize that there must exist 
some critical agency -- the conscience -- which is differentiated 
from the ego.) 
In "Mourning and Melancholia" attention was also focused on the 
predisposing factors in depression. Essentially, the relationship of 
the depressed patient to the lost object was said to be marked by 
ambivalence and narcissism. According to Freud, narcissistic object 
choices typify the earliest, oral stage of development -- the period 
where the infant has not yet acquired the capacity to distinguish 
the self from others, the internal from the external world. In this 
phase, all libido is invested in the ego, and the only way of relating 
to the world is through oral incorporation. With the loss of an im-
portant object, the depressed patient regresses to this very primitive 
stage; he withdraws his energy from the outside world and, once again, 
directs it to himself. (Freud believed that such a profound 
regression was possible only when the lost object was very much 
like the patient; when the boundary between object and self was 
not clear in the patient's mind.) 
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From this discussion, it should be evident that early analytic 
papers emphasized the oral component in depression. A second 
dimension was not added until_ 1924, when Abraham wrote about the 
anal-sadistic element in this kind of pathology . His clinical 
experience had led him to believe that the depressed patient, under 
the pressure of loss, regressed, at first, to the anal-destructive 
phase; then, still further to an oral-aggressive position. Using 
very detailed and very rich case material, the symptoms and f antasies 
of his patients, he illustrated their reliance on introjection, their 
anal-sadistic and cannibalistic orientations. 
In the very early relationship between parent and child, Abraham 
claimed he found the anlage for depression. At the root of the 
illness is the experience of the pre-Oed~al child who feels totally 
rejected by his mother. He therefore suffers a severe "disappointment 
in love" at a time when ambivalent feelings are most intense. As a 
response to this situation, the child develops a "primal depression" 
a similar state occurring in the adult when a current life situation 
is able to revive the original feelings. Thus, the sadistic rage of 
the depressed patient is not only aimed at the recently lost object 
(as Freud postulated), but it is also directed at the mother who 
first aroused the strong sense of rejection. 
To this point, the writing of Freud and Abraham mirrored the 
climate of psychoanalytic thought. At the time, investigation and 
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interest was focused primarily on the instincts, the unconscious, 
pregenital development, the phenomena of fixation and regression. 
But, with the advent of a more structural approach, the emphasis 
changed dramatically. Now, the development and functioning of the 
ego came under scrutiny; its pathological and adaptive mechanisms 
were examined. The recent analytic literature on depression reflects 
this shift; current work looks to many ego factors -- self-esteem, 
interpersonal relations, diverse defenses, and a much wider range of 
needs and goals. 
Sandor Rado (Rado, 1928a) was the first theorist to call self-
esteem the central force in depression. In his writing, he claimed 
that the most important predisposing factor was a personality con-
stellation with an excessive need for external, narcissistic supplies. 
In contrast to the normal individual, whose self-esteem rests largely 
on his own achievements and his own evaluation of himself, the pre-
depressive requires a constant, never-ending demonstration or proof 
of love from others. Thus, each interpersonal situation comes to be 
a crucial test of love, and seemingly small incidents have a tremen-
dous emotional significance. 
Given this predisposing personality structure, Rado conceives 
the depressive process as occurring in the following sequence: (1) the 
needed object is seen as withdrawing love; (2) the patient reacts with 
"coercive rage" (the prototype for this reaction is the fury of the 
hungry infant, whose oral needs are unsatisfied); (3) it becomes apparent 
that the anger will not help to regain love; and (4) the rage is turned 
upon the self -- this representing both a punishment and a plea for 
forgiveness. Thus, Rado (1928b) defines the essence of depression as 
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a "great despairing cry for love"; the tremendous guilt of the de-
pressed patient stems from the fact that he blames his own internal 
rage for the loss. 
This theory, with its ego emphasis, views the symptoms of depres-
sion as desperate attempts to restore self-esteem. The only difference 
between neurotic and psychotic depression is the extent to which the 
individual must remove himself from reality to accomplish this end. 
In all patients, the profound self-castigation and the very real suf-
fering are efforts at reparation. In large measure, they represent a 
retreat to the model of early childhood where one is naughty, punished, 
forgiven, and then loved again. Thus, when the depressed patient 
feels he has been sufficiently punished, he experiences a sense of 
forgiveness, and his self-esteem can rise. 
However, this mechanism is not a clear-cut, simple one and Rado 
terms it a "process of miscarried repair" (195la, p . 52) . By this, he 
means that the course of depression necessari l y leads the patient to 
regress to a stage where his oral needs are more intense and thus more 
difficult to satisfy. But here, it should be noted that Rado's 
notion of "orality" is a broader, more general concept than the classic 
term which referred to a particular kind of gratification, limited to 
one psychosexual zone, and restricted solely to the experience of 
feeding. Rather, this later, more comprehensive view includes the 
"alimentary orgasm" , which is the general body pleasure that the 
infant derives from being fed. And, it also includes "alimentary 
security" which is the interpersonal satisfaction derived from the 
close mother-child relationship (Rado, 1928c). In 1936, Gero was 
even more explicit in spelling out this ne1~ interpretation of orality. 
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He posits that the classical kind of oral pleasure is only one factor 
in the total experience of the infant who needs and derives satisfac-
tion from warmth, touch, love, and care. 
In his skillfully organized and elucidated survey of analytic 
writing, Fenichel (1945) refines and elaborates the basic works of Freud 
and Abraham, weaving in some of the more recent thoughts and concepts 
about depression. The Freudian hypothesis about regression is accepted, 
but it is clarified: there is an instinctual regression to the oral 
stage of development and also an ego regression to the earliest level 
of object relations where the infant cannot distinguish the self from 
external objects. 
Fenichel retains Freud's emphasis on introjection and his idea that 
the relationship to the lost object must be one of ambivalence, and he 
keeps Abraham's stress on oral sadism. He elaborates the notion that 
depression is characterized by an intense struggle between ego and super-
ego. Agreeing with the classic school of thought , he states that the 
superego directs its rage against the ego which contains the introject of 
the lost object. But, at the same time, he claims that the ~·go attempts 
to court the superego, attempts to plead for forgiveness. However, this 
appeal must go unheeded; in the process of regression, the superego has 
lost its protective function and has retained only its very early, 
harshly punitive role. 
Fenichel also expands Rado's theory of the relationship between 
depression and self-esteem. He agrees that one of the central factors 
in depression is a fixation, or a regression to the stage where self-
esteem is regulated by external supplies; thus, the supplies and not the 
specific object become important. But, here he adds a very important 
change. It is not only loss of love which can lower self-esteem. The 
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same consequence can result from "failures, loss of prestige, loss 
of money, a state of remorse ••. or tasks which the patient has to 
fulfill and which, objectively or subjectively, make him more aware 
of his inferiority and narcissistic needs ..• " Even success can 
trigger depression because one can fear punishment as a result of 
achievement or one can fear that impossible demands will follow. 
In summary, Fenichel's work on depression represents a synthesis 
of analytic thinking up to 1945. It should be noted that the primary 
focus still rests on the traditional ego-superego conflict, the role 
of orality, and the shifting of hostility from the external lost 
object to the introject. However, in this presentation, there is the 
beginning of an emphasis on the ego issues of esteem. Stating that 
"in the phenomenology of depression, a greater or lesser loss of 
self-esteem is in the foreground", Fenichel directly anticipates the 
theory of Bibring. 
Clearly, it is Bibring's (1953) work on depression which stands 
out as a masterful attempt to combine traditional analytic thought 
with the more contemporary emphasis on ego factors in psychopathology 
and personality in general. In fact, this focus on ego issues and 
concerns seems especially relevant to the study of depression where 
the disturbance centers in the affective life of the patient, in his 
feelings about himself. 
Making the most definitive statement of the newer emphasis on 
self esteem, and attempting to cover normal grief, neurotic and 
psychotic levels of illness, Bibring theorized that depression is an 
ego state, representing conflict within the ego, and "essentially 
independent of the vicissitudes of aggression as well as of oral drives". 
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According to his widely-known paper, depression was defined as "the 
emotional expression (indication) of a state of helplessness and 
powerlessness of the ego ... " (1953, p. 24). This type of experience 
could occur in response to. any situation that triggered a partial or 
complete collapse of self-esteem; it could result whenever the ego sensed 
failure, whenever it was judged impossible to obtain satisfaction for 
very important goals. Gradually, three ways of classifying depression 
were evolved -- these based on major differences in the nature of the 
doomed aspiration. And, finally, each kind of aspiration was classified 
according to its level of psychosexual development. 
To be more explicit, Bibring describes the oral depressive as an 
individual who is completely dependent on external objects, whose self-
esteem must be supported by a constant flow of supplies from other 
people. Basically, he needs frequent and tangible evidence that he is 
loved and being cared for; although, occasionally, he might express a 
defensive need for total independence. This type of patient feels 
helpless whenever external sources of satisfaction are unavailable. 
His self-esteem collapses when he feels unloved or abandoned (or, at 
times, when he feels unable to achieve complete independence). 
By contrast, the esteem of the anal depressive is linked primarily 
to issues of mastery. At all times, he must feel able to maintain firm 
control over his body, his drives, and his objects. His self-esteem 
falls and a senS:.e of helplessness follows any situation where he 
perceives himself as losing control over libidinal or aggressive 
impulses, or where he feels unable to control interfering objects. 
Finally, the phallic type of depressive has dominant narcissistic 
aspirations, which "stem mainly from the Oedipal competitive situation" 
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and which include "the wish to be admired, to be the center of 
attention, to be strong and victorious, not to be defeated ... " 
(1953, p. 39). Because jealousy, exhibitionism, and winning are major 
issues, the self-esteem of this patient is tied to the fear that he 
has lost, and that he might be defeated or ridiculed. 
Bibring explicitly states that the type of ego aspiration that a 
depressed patient is most distressed over derives from the nature of 
early childhood experiences, around which intense feelings of helpless-
ness arose. He states: 
To summarize: what has been described as the basic mechanism 
of depression, the ego's shocking awareness of its helplessness 
in regard to its aspirations, is assumed to represent the core 
of normal, neurotic and probably also of psychotic depression. 
It is further assumed on the basis of clinical material that 
such traumatic experiences usually occur in early childhood and 
establish a fixation of the ego to the state of helplessness. 
This state is later or regressively reactivated whenever 
situations arise which resemble the primary shock condition, 
i.e., when for external or internal reasons those particular 
functions which serve the fulfillment of the important, prove 
to be inadequate. (Bibring, p. 39.) 
It should be noted that these three categories were not meant to 
imply the existence of pure, discrete types, but rather represent 
differences in emphasis. 
To answer the question of predisposition, Bibring gives an original 
twist to Freudian theory. He sees the anlage for depression in early 
infantile feelings of helplessness; at the state in development where 
the infant is entirely dependent on others for need-gratification and, 
in fact, for survival. At this point, when oral needs are not met, 
the t)!pical and apparently innate response is a sequence of anger, 
helplessness and, finally, depression. However, the emphasis is not 
on the orality per~· but on the feelings of helplessness. It is 
clear that Bibring's approach discards the early view of depression 
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which emphasized a universal set of structures, dynamics, and 
genetics. And, although he agrees that orality is a central issue 
for the majority of depressed patients, he argues that self-esteem 
can be derived from sources other than love and external support. 
In summary, Bibring breaks with analytic tradition in the following 
respects: (1) depression does not involve a struggle among various 
subsystems of the psyche, but a conflict within the ego itself; (2) 
depression is not a nosological entity but an ego state and, like 
anxiety, it ranges along a continuum of intensity. While anxiety 
signals the ego's attempt to cope with internal and external threat, 
depression is a state of paralysis, a state where the ego feels helpless 
in the face of danger; (3) neither orality nor aggression are universal 
factors in depression; (4) attempts at restitution are not an integral 
part of the depressive process but are reactions following a depression. 
In general, this novel view asserts that all the clinical varieties 
of depression share a common, basic process -- aspiration failure, a 
collapse of self-esteem, and, finally, an overwhelming sense of 
helplessness. It then follows that all the diversities and complexities, 
which seem so puzzling on the surface, merely represent secondary 
phenomena, differences in personality structure, and differences in 
attempts to cope with the painful experience of depression. 
B. REVIEW OF NOSOLOGY 
Because this research will focus on the various subtypes of 
depression, it seems important to present a review of nosological 
thought and literature. Although many systems have been proposed, 
none has gained universal acceptance; and, at this point, clinicians 
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cannot agree on the basic criteria that should be used to classify 
patients. 
Each of the diagnostic schemes, of course, reflects the theory 
of mental illness that was cur·rent at the time it evolved. Throughout 
history, cases of depression have been recorded and described with 
great detail. Grinker notes that The Book of Job, in the Old Testament, 
contains a vivid picture of depression. But it was the physicians of 
ancient Greece who coined the term "melancholia", it was they who claimed 
that retardation and agitation were merely different manifestations of 
this unitary disorder. According to the Greeks, the disease melancholia 
(or literally "black bile") was caused by a sudden flow of this 
substance to the brain (Zilboorg, 1933). 
While theories about the causal relationship between humours and 
illness were soon discarded, the state of psychiatric knowledge, as 
late as the 19th century, was marked by tremendous diagnostic chaos 
and confusion. It was not until the monumental work of Kraeplin that 
any attempt was made at systematic, careful classification of mental 
illness. Using general paresis as a model for all psychiatric syndromes, 
he was convinced that several distinct kinds of pathology could be 
delineated according to etiology, course, and, most important of all, 
outcome. Thus, in 1896, he divided all mental illness into two broad 
categories: those marked by progressive mental deterioration (dementia 
praecox), and those where no such deterioration occurred (manic-
depressive insanity). Prior to Kraeplin, psychiatrists had separated 
the manic from the depressive form of pathology; had further subdivided 
each variety into simple, delusional, paranoid and stuporous and other 
types. Now, all manifestations were grouped under the same heading; 
only involutional depression remained a separate entity. 
Even today, the involutional kind of depression remains a 
major source of diagnostic confusion. After 1907, when Dreyfus 
claimed a good prognosis for the full recovery of involutional 
patients, Kraeplin revised his original posit i on. In his 
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later writing, he included them under the general rubri c 
"Manic-depressive" (Kraeplin, 1921). But, later on, for reasons 
to be discussed, this subtype was reestablished as an independent 
separate illness and this continues thTough the latest official 
diagnostic manual of the American Psychiatric Association (1952). 
At the beginning of the twentieth century , with the advent 
of greater clinical sophistication, it became quite clear that 
"deterioration" was a poor basis for the nosology of mental disease. 
In his very impressive book, claiming that schi zophrenics do not 
always deteriorate, Bleuler (1924) proposed cl i nical symptomatology 
as the major criterion for diagnosis. And, wit h the acceptance of 
this scheme, involutional depression was reestabl i shed as a 
separate entity -- these patients were noticeably different from 
manic-depressives in symptoms and premorbid per sonality. 
Especially in British psychiatry, the more recent attempts 
at grouping have generated a great controversy about the validity 
of endogenous vs. exogenous, neurotic or react i ve vs. psychotic 
distinctions. Since neurotic is often (but not always) synonymous 
with reactive or exogenous depression, since endogenous is often 
equated with psychotic depression, these groups will be considered 
together. 
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In 1929, Gillespie attempted to describe those depressions 
seen by early theorists. According to his scheme, patients who 
suffer from an endogenous or autonomous depression are character-
ized by (1) a particular configuration of symptoms, with an emphasis 
on somatic complaints; (2) the absence of a clear-cut precipitating 
psychological stress ; (3) minimal responsiveness to the environment; 
and (4) a relatively stable, non-neurotic personality structure. By 
contrast, the exogenous depression was thought to be triggered by a 
definite external event. Roth (1959), Kiloh and Gars ide ~ (1963), 
and others concur with this dichotomous position, claiming there are 
two distinct kinds of depression, which differ in terms of etiology 
and symptom picture. Finally, the dichotomous approach seems supported 
by recent studies of therapy and depression, since endogenous patients 
show a more favorable response to shock and drug treatment. 
However, dualism is not the only approach to classification. 
There is a second school that recognizes the many varieties of depres-
sion, but these writers conceive differences as falling along a con-
tinuum. Among other theorists, Adolph Meyer (1917) (who coined the 
term depression in 1907), and Mapother (1926) claim that all depres-
sion represents a psychobiological reaction to stress. According to 
this view, it is not necessary to maintain the neurotic-psychotic 
dichotomy; variations among depressed patients are quantitative in 
nature. 
The thinking of other psychiatrists supports the notion of a 
depressive continuum. Lewis (1936), for instance, believes that 
environmental stress plays a vital role in all depressive illness. 
Bellak (1952) also claimed that external, psychological factors are 
universal in depression, but that these vary in degree of 
importance for people. 
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Fi~ly, the third major approach to the nosology of 
depression is a multifaceted one. Clearly, this is the scheme 
proposed by the American Psychiatric Association in its diagnostic 
manual. Here, four types are defined: (1) depressive reaction, a 
neurotic disorder; (2) involutional psychotic reaction, a psychotic 
disorder; (3) manic-depressive reaction, an affective psychosis; 
and (4) psychotic depressive reaction, also an affective psychosis. 
(See Appendix A for complete descriptions of each of these 
psychiatric categories taken from the official diagnostic manual.) 
In the light of this vast diagnostic confusion, one should 
remember that of all current theories, psychoanalytic theory 
comes closest to providing a clear-cut, consistent view of typology. 
Neurotic and psychotic depressions are separated; the distinction 
based on the patient's ability to test reality. For example, 
Fenichel claims that all depressions are the result of some 
external precipitant, even though this event might be obscure 
and symbolic. He goes on to state that the difference between 
neurotic and psychotic illness is "determined by the depth of 
the narcissistic regression", especially by the degree to which 
the patient can keep objects separate from the self. 
C. EMPIRICAL RESEARCH 
The following section will summarize empirical research to date 
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in the area of depression. Because the literature in this field 
is quite extensive, and since much of it is not directly relevant 
to the focus of this research, relatively short resumes of major 
trends in research will be presented . Of necessity, these accounts 
will condense and summarize a vast amount of material. However, a 
detailed presentation will be included of empirical research, which 
has attempted to differentiate subtypes of depression utilizing 
psychodynamic concepts, and which therefore is directly pertinent 
to the present study. 
Empirical research regarding the nature of depression can be 
divided into the following general categories of investigation: 
relationship between genetic factors and depression; relationship 
between demographic factors and depression; relationship between 
body type and depression; psychological test findings on depressives; 
outcome and comparisons among different treatments used with depres-
sives; attempts to demonstrate the endogenous-exogenous typology 
system; and relationship between psychodynamic factors and depres-
sion. A summary of prevailing points of view, past and recent, and 
illustrative research will be presented for each of these categories. 
While numerous studies have been carried out on depression, it 
is extremely disappointing to discover the relative dearth of empiri-
cal research attempting to investigate psychodynamic hypotheses. 
Among the outstanding work that does reflect such an orientation is 
the work of Grinker and his colleagues (1961) at the Michael Reese 
hospital, and the research conducted by Lazare and Klerrnan (1965) at 
the Massachusetts Mental Health Center . The final section of this 
chapter will be devoted to these latter studies and their findings. 
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Genetic Factor~ and Depression 
Psychiatric thinking up to about 1950 commonly assumed that 
depression, particularly manic-depressive psychosis, was primarily 
determined by heredity (Wittenhorn, 1965). Pollock, Malzbern and 
Fuller in 1939 found that the incidence of manic-depressive psy-
chosis was greater among siblings of patients than in a control 
sample. However, they could not apply the laws of simple Mendelian 
inheritance to the pattern of incidence they discovered. Earlier, 
Matz and Willhite (1931), studying a group of manic-depressive 
ex-service men (from World War I), found that about half had family 
histories in which nervous or mental illness had occurred. However, 
their criteria for such illness was so vague and over-inclusive, it 
is hard to evaluate their finding . 
Cobb, writing in 1944 and again in 1962, is often quoted as an 
authority in this area . He concludes emphatically that the main 
etiological factor in manic -depressive psychosis is the genogenic 
one. After reviewing the literature, he stated 
" ... the disease [manic-depressive psychos'is] is 
strongly inherited and to carry this taint the gene 
must have structural abnormality . . . " (1944, 
p. 577) . 
Perhaps the most highly-regarded among current researchers in 
this area is Kallmann. In 1954, after carefully examining data from 
varied and extensive sources, he reported that manic-depressive 
kinship was consistently more characteristic of manic-depressives 
than for other psychiatric patients . His notion was that hereditary 
background produces a potential vulnerability for this disorder, 
although psychodynamic factors subsequently play a role, and must 
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combine with the vulnerability. Kallmann believed his findings 
demonstrated that heredity is more important i n manic-depressive 
psychosis than in schizophrenia. 
The main argument posed against the notion of the etiological 
role of heredity in depression is that common inheritance usually 
also means common environmental influences. Thus, familial 
environment could be the confounding variable in much of the 
research reported. Kallmann's research on identical twins, reared 
together and apart, which could help clarify this issue, was 
restricted to schizophrenics. 
Body Type and Depression 
Research and theories regarding the etiological role of body 
build in depression all stem from the basic and original work of 
Kretschmer (1925), who postulated a significant relationship 
between type of somatic build and specific mental illness. In a 
major book, Kretschmer presented his research findings that the 
pyknic or mixed pyknic body type existed among 66 per cent of manic 
depressives, compared to only 13 per cent of schizophrenics. (The 
pyknic type is characterized by a stocky build, large trunk and 
short limbs.) 
The relationship between somatic type and depression was 
studied further by Garvey (1933), Sheldon and his co-workers (1940), 
and Hood (1963). Garvey was not able to repl i cate Kretschmer's 
findings. Sheldon et al. found that the majority of manic-depressives 
they studied were mesomorphs, or mixtures of mesomorphs and endomorphs. 
These types closely resemble the pyknic. These researchers believed 
their findings constituted convincing evidence of the val idity 
of Kretschmer's basic thesis. 
However, in a recent study, Hood was unable to find any 
significant relationships between Sheldon's indices of physique 
and personality. And Arietti (1959) reports general consensus 
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that the pyknic build is increasingly being found among schizophrenic 
patients. 
Both in the case of genetic and body type studies on depression, 
findings have usually been based on manic-depressive patients only, 
and do not pertain to other types of depression. 
Social Factors and Depression 
Paralleling the increased interest in psychiatry in the influence 
of the milieu upon emotional disorder, researchers have been investigating 
the relationship between socio-cultural and ecological factors and 
depression. Unfortunately, many of the studies in this area have 
failed to clari~y the make-up of the depressed sample used. 
Both Arietti and Wittenborn, in extensive overviews of the 
literature, concluded that a marked decrease has occurred in the 
incidence of manic-depressive psychosis. It is usually theorized that 
these changes reflect changing socio-cultural conditions. 
Kramer, Pollack and Redick (1961), who studied the type of first 
admissions to mental hospitals on a nation-wide basis from 1940-50, 
presented some dramatic findings concerning incidence changes. In 
this ten year period, although the rate of general first admissions 
rose from 28 to 31 per 100,000 people, the rate of first admissions 
of manic-depressive patients ~opped from 7.6 to 4.7 per 100,000. 
Arietti reported that this national drop is clearly supported by 
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findings from studies in New York state. There, it was found that 
in 1928, first admission manic-depressives represented 13.5 per 
cent of total admissions, compared to only 3.8 per cent in 1947. 
Further evidence suggesting a relationship between socio-
cultural factors and manic-depressive psychosis was presented by 
Gold (1951) . He found a greater incidence of manic-depressive 
disorder than Pf schizophrenia in the Mediterranean countries and 
Ireland. He also reported that Oriental countries have shown a 
reversal of this pattern. Arietti reported that since 1949, however, 
statistics from Italy indicated that manic-depressive psychosis has 
been decreasing there, though at a slower rate than in this country. 
Bellak (1952) has offered some possible explanations for the 
decrease in incidence reported . He suggested that depressed patients 
may not have to be hospitalized as frequently as in the past, but 
that the statistics cited are for in-patients. He also wondered if 
changing diagnostic trends might be contributing to the changes in 
incidence reported. However, Arietti, carefully considering these 
possibilities, concluded that a genuine decline in manic-depressive 
psychosis has occurred in many Western countries. 
Recent studies focusing on racial and social class factors and 
the incidence of depression have come up with some interesting find-
ings. Field (1960) reported that in psychiatric hospitals in north-
eastern United States, depressive disorders are significantly less 
frequent among negroes than whites. Dunham (1959) found that the 
depressive disorders are much less frequent among people from poorer 
socio-economic backgrounds, which suggests that the racial difference 
may well be an artifact. 
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The best-known study of the relationship between social class 
status and depression was carried out by Hollingshead and Redlich 
(1958). Their findings on depressed patients are part of a general 
study of the relationship between social class and psychiatric dis-
order, and were similar to findings reported by other investigators. 
These researchers investigated the hypotheses that both neurotic 
depression and affective psychoses were significantly related to 
social class. (Affective psychoses, as they defined it, included 
manic-depressive and involutional psychosis.) 
Findings showed significant differences on a social class basis 
in the incidence of both psychotic and neurotic types of depression. 
In a sample of about 1500 psychotic patients, Hollingshead and Redlich 
found that generally, the higher the social class, the larger the 
proportion of affective psychoses. While there was no significant 
difference in the amount of this psychosis from Class I (highest) 
through Class III, there was a significant decrease from Class III 
to Class V. 
Treated reactive depression also was found to be significantly 
more frequent among the higher social classes. In a sample of almost 
500 neurotics, Classes I and II had 50 per cent more such patients 
than Class V, although the pattern is less dramatic than in the case 
of psychosis. The rate of neurotic depression declined graphically 
in almost a straight line from Classes I-II downward. 
Faris and Dunham (1939) in an influential book were the first 
to demonstrate different incidence patterns of psychiatric disorders 
on the basis of ecological factors. While they found that schizo-
phrenia was most prevalent in urban areas characterized by social 
disorganization, they failed to discern any definite ecological 
pattern for manic-depressive psychosis. 
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In evaluating social class, race and ecological findings, one 
must consider the possibility of differences in diagnostic approach 
as a confounding factor . Furthermore, another possibility to be 
explored is that socio-economic failure followed depression rather 
than the reverse order . The over-all evidence seems to point to 
some relationship between social factors and depressive psycho-
pathology . 
Projective Test Findings 
Most of the empiri cal studies devoted to psychological test 
findings and depression have been based on Rorschach and TAT findings. 
This summary will restrict itself to findings based on these two 
tests, and will particularly focus on the TAT, which was one of the 
chief measures in the present research. 
The projective test studies have been of two main types: attempts 
to identify test features characteristic of depressed patients to 
establish norms, and attempts to assess the ability of the tests to 
make accurate psychiatric diagnosis . However, since the current 
system of psychiatric classification has received widespread criti-
cism, many researchers have challenged the use of psychiatric diag-
nosis as the criterion for judging test validity. 
A particular source of difficulty in evaluating test findings 
obtained with depressed patients has been the persistent failure of 
researchers to clearly designate the nature of their samples. For 
example, a supposedly homogeneous group of depressed patients may 
actually include involut ionals, schizo-affective patients and 
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senile individuals. 
Evaluation of projective test St udies is further complicated 
by the differences in the type of scores used, which range from 
single scores, to combined units, to more global approaches, either 
using traditional clinical approaches or specially designed scales. 
The earliest investigation of differences on TAT patterns for 
different psychiatric groups was carried out by Masserman and Balken 
in 1938. These researchers studied a mixed group of out-patients, 
which included depressed patients. Compared to others, they reported 
that depressed patients were more retarded, halting and fragmentary 
on the TAT. They also noted a frequent thematic focus on guilt and 
self-depreciation. 
Projective test patterns of a group of hospitalized depressed 
patients were studied by Rapaport, Gill and Schafer (1946) in their 
well-known work. Their aim was to carefully analyze characteristic 
patterns found on a battery of tests for different psychopathological 
groups, and thus to provide norms. These investigators studied simi-
larities in TAT responses given by a heterogeneous group of depressed 
patients. The major finding was that depressives showed extensive 
restriction of ideational activity. In addition, it was found that 
frequently story content and endings were gloomy (although wish-
fulfillment themes appeared occasionally), and that sin and morality 
were frequent themes . Much variation was reported in the depth of 
directly-expressed depression in the TAT stories for the entire group. 
Schafer (1948) attempted to elaborate even further the psychologi-
cal test patterns given by various diagnostic groups. His findings 
were based on clinical experience; no information about the size or 
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make-up of his sample was provided. He reported that depressed 
patients give very spar se or limited responses on the TAT, or else 
become agitated and tearful. He also reported a tendency to make 
symbolic interpretations, and to give frequent content involving 
loss, failure and guilt. 
While Murstein (1963, p. 286) reported that "attempts at psy-
chiatric differentiation via the TAT have in general led to unsatis-
factory results " , a number of studies have reported significant 
differences between depressed groups and others on this test. 
Valentine and Robin (1950) conducted a study in which the TAT was 
given to matched groups of normals and reactive depressives. Their 
findings showed certain test features significantly differed between 
the two groups. Specifically, the biggest difference round between 
the depressed and the normal samples involved time factors: the 
depressed subjects had longer reaction and total times. On the formal 
aspects of the TAT, depressed patients were less imaginative and versa-
tile, showed less variability and flexibility, rejected more cards, and 
gave more misperceptions. When content was compared, the depressed 
sample showed less drive and ambition, more avoidance of emotional 
closeness, and less mention of the future. Surprisingly, normal sub-
jects and depressives did not differ in the thematic expression of 
outwardly-directed aggression. 
Another study that reported significant differences on TAT 
responses among various psychiatric groups was carried out by Davidson 
in 1953. He compared TAT protocols of six types of patients: the cate-
gories consisted of anxiety reactions, conversion reactions, depressive 
reactions, and three types of schizophrenia. Each subsample was 
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composed of 10 patients. He used a thematic scoring system that 
evaluated the presence or absence of numerous feelings, type of out-
come, and nature of interpersonal relationships. 
Davidson found significant differences among groups on some of 
his scoring categories, and reported that the most clear-cut pattern 
was obtained with depressed patients. Compared to all other groups, 
the depressed sample gave a higher number of hostile interpersonal 
themes, the highest number of interpersonal relationships generally, 
and more unfavorable outcomes. He felt that depressed patients showed 
both a moving toward and a moving against others. While the findings 
suggest that the depressed patients studied were neurotics, specific 
information was not given . 
Another study comparing various diagnostic groups on TAT scores 
was conducted by Fou~ds (1953). He compared depressed patients, obses-
sives, hysterics, patients with anxiety states, and psychopaths on 
reaction times, total number of words , total test time and content. 
The depressed patients had significantly longer reaction times, a 
slower rate, and shorter stories than the others. 
Empirical research using the Rorschach to study depression closely 
resembles the TAT studies just described. Depressed patients have 
been among the least-studied groups with the Rorschach; many studies 
include non-psychotic depressives into a neurotic sample, without 
differentiating them. 
Wittenborn and Holzberg (1951) found virtually no differences 
among five diagnostic groups, including depressed patients, on 39 
separate Rorschach scores. Their sample consisted of 199 cases of 
consecutive -admissions at Connecticut State Hospital, excluding elderly 
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patients and organics . The specific groups compared were paranoid 
schizophrenics, simple schizophrenics, involutionals, manic-depres-
sives in a depressed stage. 
On the other hand positive results were reported by Bower, 
Testin and Roberts (1960), who investigated the ability of three types 
of Rorschach scales to discriminate among f ive psychiatric groups. 
Scales for content, t hought process and determinants were used with 
a sample of 150 patients, including depressed patients. Although the 
separate scales did not yield positive results, when all scales were 
combined and a discriminant function analysis was carried out, statis-
tically significant results were obtained . The authors concluded that 
these Rorschach variables could indeed discriminate among psychiatric 
groups. 
Kobler and Stiel (1953) reported that Rorschach patterns obtained 
from a group of involutional patients were generally dissimilar to 
characteristic patterns for depressed patients reported in the litera-
ture. Their sample of 45 involutions! patients gave more chromatic 
responses, more CF and more C, less P and less M than is usually 
reported . They concluded such patients constitute an independent 
subtype. 
Rapaport, Gill and Schafer differentiated their depressed patients 
into groups of psychotic depression, involutionals, severe neurotic de-
pression, and neurotic depression, and presented Rorschach findings for 
each. They found more similarities t han differences among these sub-
groups. The usual pattern, common to all groups, included: low R, high 
F, low M, low sum C, some failures, high F plus, high A%, high P%, 
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and frequent expressions of inadequacy. 
In general, projective test findings do not appear to have con-
tributed too much to the understanding of depression. The need for 
cross validation of studies and more careful sampling seems clear. 
Treatment of Depression 
Most of the empirical research concerning treatment techniques 
and their outcomes with depressed patients has focused on the somatic 
therapies . Both the convulsive therapies and the newer anti-depressant 
drugs have demonstrated an outstanding record of success in treating 
depression. Indeed, electric shock therapy is often referred to as 
"the treatment of choice 11 for depression (Kalinowsky and Hoch, 1961) . 
However, somatic treatments produce symptom remission only, and do not 
prevent recurrent episodes of the depressive pathology, and apparently 
do not affect basic underlying causes. 
Both the convulsive therapies and anti-depressant drugs were 
developed on the bases of accident and happenstance; while a number of 
ex post facto hypotheses exist concerning the nature of their effec-
tiveness, their use is essentially based on empirical results. Kali-
nowsky and Hoch summarize this state of affairs thusly: " we are 
treating empirically disorders whose etiology is unknown, with methods 
whose action is also shrouded in mystery . " (1961, p. 346.) 
Shock treatment has had best results by far with two types of 
depressed patients: involutionals and manic-depressives in a depressed 
stage. Rates of success reported with such patients usually range from 
75 per cent to as high as 100 per cent (Kargulla, 1950; Kalinowsky, 
1959). 
Among involutional patients, however, the presence of paranoid 
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trends appears to be a poor prognostic sign . A study by Kalinowsky 
showed that 86 per cent of a non-paranoid involutional sample were 
recovered or much improved after shock treatments, compared to only 
43 per cent of the paranoid involutionals (Kalinowsky and Hoch, 1961). 
Neurotic depressed patients consistently have been reported as 
showing rather poor response to convulsive therapy (Kalinowsky, 1959). 
A study by Roth (1959) came up with typical findings -- he found 14 
per cent of his neurotic depressive sample improved after shock com-
pared to 70 per cent of the endogenous group. Other poor prognostic 
signs for convulsive therapy include the presence of schizophrenic 
features or br ain damage . 
Shortly after tranquillizing drugs were introduced into psychi-
atric hospitals, psychiatrists began using drugs, previously used for 
tuberculosis patients, on depressives . These drugs, which have had 
some success in relieving the symptoms of depression, consist of two 
main types: iproniazid and imipramine. Research has not yet supplied 
an explanation for the mode of action of these drugs. 
Research findings on rates of success with anti-depressant drugs 
have been less consistent and more controversial than in the case of 
convulsive therapy . Some studies give figures on symptom remission 
that almost match the ones given for shock therapy; other studies 
report low rates of success. Many drug studies fail to provide ade-
quate sample information, so that variations in results may reflect 
the make-up of a particular sample. 
Kalinowsky and Hoch (1961) stated that representative figures 
for the anti-depressants are about 75 per cent improvement for en-
dogenous patients, and about SO per cent improvement for neurotic 
depressives. There seems to be general consensus that the drugs 
produce better results with non-neurotic depressives (Kiloh and 
Ball, 1961; Cole et al., 1961). 
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Another difficulty in evaluating the effectiveness of anti-
depressant drugs is the contradictory findings reported by studies 
comparing drugs and placebo. A study by Rees and Benaim (1960) 
showed that a monoamine inhibiting anti-depressant was no more 
effective than placebo; similar results have been reported by others. 
(Rickels, Ward and Snow, 1963; Joshi, 1961). On the other hand, 
Kiloh, Child and Latner (1960) and Wittenborn and his co-workers 
(1961) found that iproniazid was significantly superior to placebo in 
well-controlled studies of depressed in-patients . 
The study by the Wittenborn group was particularly interesting 
because of careful research design, large samples and sophisticated 
statistics. They found significant differences in the success of 
four types of treatment: iproniazid, imipramine, shock treatment, 
and placebo. Iproniazid was most e' ffective and placebo was least 
effective; however, there were differences between subjective and 
objective evaluations of improvement. 
There seems to be abundant evidence that considerable differences 
exist among depressed patients in their responses to the somatic 
therapies. Yet, predictions based on symptoms or diagnosis have not 
proven too satisfactory. The need for research aimed at identifying 
criteria which will predict differential responses to treatment 
seems clear. 
Endogenous-Exogenous Typology 
A number of recent studies, by British researchers primarily, 
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have attempted to validate the exogenous-endogenous typology in 
depression. As already stated, this differentiation of the depressive 
population has gained wide acceptance in England. Research efforts 
have been stimulated by a number of findings which suggest that 
patients with endogenous patterns of symptoms react better to 
anti-depressant drugs than do exogenous depressed patients. Studies 
in this area have been characterized by the use of fairly complicated 
statistical procedures (particularly factor analysis and discriminant 
function analysis). 
A representative study is one carried out by Kiloh in 1962. He 
studied the responses of-a group of 97 depressed patients to imipramine. 
He then isolated two groups of symptom clusters, one regarded as 
typically endogenous and the other regarded as typical of exogenous 
patients. A discriminant function analysis was done to compare these 
two groups of patients in terms of response to the drug. Findings 
showed that the endogenous cluster correlated significantly with 
improvement with the drug, while the reactive cluster correlated 
negativ~ly with good response to the drug. 
A later study by Kiloh and Garside (1965) carried out further 
analyses on the data collected in the above study. A factor analysis 
was done, and a general and a bipolar factor were extracted. The 
bipolar factor accounted for the greater part of the total variance, 
and there was a very high correlation between factor loadings on this 
factor, and endogenous or exogenous diagnoses. 
In a study done in 1965, Carney, Roth and Garside diagnosed 129 
depressed in-patients as endogenous or neurotic, based on presence or 
absence of 35 symptoms and signs. Subsequently, the entire sample 
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was treated with electric shock therapy. Findings showed signifi -
cant differences in outcome for the two subtypes; endogenous patients 
reacted much more favorably to the treatment. Subsequent factor 
analyses produced three significant factors: a bipolar factor corres-
ponding to endogenous-exogenous difference, a general factor common 
to all patients and a paranoid factor . 
Other studies (Harrington and Imlah, 1960; Ibor, 1962) reported 
similar results: when patients were diagnosed as exogenous or endoge-
nous based on specific criteria, and then treated with anti-depressant 
drugs, results were significantly better for the endogenous subsample . 
However, there have been contradictory results reported by other 
investigators. For example, in a recent study, Mendels (1965) explored 
the relationship between clinical features in depression and response 
to shock therapy. None of the symptoms typically associated with 
endogenous depression were significantly related to response to treat-
ment. Instead, evidence suggested that response was related to the 
adequacy of premorbid personality. Specifically, emotional lability 
and neurotic traits were correlated with poor response to shock. 
Hamilton and White (1959) obtained equivocal results when they 
carried out a factor analysis on data obtained from 64 severely 
depressed patients. Based solely on the criterion of presence of 
clear precipitating event, patients were assigned to four groups : 
endogenous, doubtful endogenous, reactive, and doubtful reactive. 
While the reactive and endogenous groups differed significantly on 
the factor which seemed to represent retardation and depressed mood, 
there was no difference between the other groups. 
A well-knmm study by Garmany (1958) found no distinction between 
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groups of reactive, involutional and endogenous depressed patients. 
When body build, family history, environmental stress and other 
variables were compared, no significant differences appeared among 
the three subgroups. 
Fleminger and Groden (1962) found no relationship between various 
symptoms or the presence of a precipitating event and response to 
imipramine for a sample of depressed patients. The only factor 
significantly related to drug response was suicidal behavior. These 
authors concluded that neither symptom picture nor external precipitant 
was a useful guide to the outcome of drug therapy. 
In general, while findings suggest that the exogenous-endogenous 
distinction may be a meaningful one, findings are not clear-cut or 
consistent. The possibility remains that what is involved is the 
difference between psychosis and neurosis among patients studied. 
Psychoanalytic-Phenomenological Typologies 
Two major studies have attempted to classify depressed patients 
into subtypes on the bases of either analytic concepts or 
phenomenological data: one was carried out by Grinker and his 
colleagues (1961), the other (still in progress) is being carried 
out by Lazare and Klerman (1965). 
Using sophisticated statistical methods and a large sample, the 
Grinker group attempted "to evolve logical and useful classifications 
of subtypes among depressed patients". Purposely the Grinker study 
was atheoretical; the investigators believed that a commitment to any 
specific personality theory, and particularly to psychoanalytic theory, 
might lead to stereotyped ways of organizing data. 
The team focused on two kinds of data: (1) those subjective feelings 
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and concerns which were experienced by the patient; (2) descriptive, 
clinical variables, including affective, cognitive, communicative, 
and somatic behaviors. Using a questionnaire method primarily, 
information was gathered about 96 hospitalized patients who carried 
the primary diagnosis of "depression or depressive reaction". 
Factor analyses were carried out; probably the most outstanding 
contribution of this research was the isolation of 5 separate factors 
in the general area of the patients' predominant feelings and concerns. 
Three of these seem to represent different patterns of defense, dif-
ferent attempts to resolve the depression. They are: (1) projection, 
in which the patient blames others for his misfortunes; (2) guilt-
over-aggression and restitution ; and (3) a clinging, demanding, 
guilt-evoking pattern . The remaining two factors are (4) the degree 
of sadness experienced by the patient and (S) the degree of subjective 
anxiety, this related to the effectiveness of attempts to defend 
against depression . 
Unfortunately, Grinker's patients could not be grouped on the 
basis of these five factors. Some subjects were high on a single 
factor, some on several factors; some rated high on all factors, some 
low on all. In any case, although scores on these variables were 
not related to other kinds of data, t he study supports the view of 
the depressive process as involving some primary affective pathology 
as well as some secondary defensive maneuvers. (This idea was also 
proposed by Bibring.) 
Another factor analysis, based on behavioral data, isolated 
ten factors, each representing a symptom cluster. Although not 
mutually exclusive, patients displayed such manifestations as 
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(1) isolation and withdrawal, (2) slowness and retardation, (3) 
lack of interest and apathy, (4) anger and demandingness, (5) hypo-
chondriasis, (6) cognitive disturbance, (7) agitation, (8) rigidity 
and immobility, (9) somatic disturbance, and (10) clingingness and 
pleading for love. 
Subsequently, Grinker and his associates found there was no 
significant relationship between the Factors based on feelings and 
concerns, and the symptom cluster Factors. These investigators 
suggested that the apparent lack of relationship between phenomenological 
factors and symptomotology in depression might account for the lack of 
success in previous efforts to establish typologies. 
Finally, the Grinker group attempted to study the relationship 
between depression and demographic factors. Unfortunately, as the 
group discovered, the information recorded on hospital records, intended 
as the source of data, was inadequate for this purpose. Although no 
formal statistical analyses could be carried out, the general trend 
suggested that symptoms might be related to personal background, but 
feelings and concerns were not. 
Perhaps the most stimulating research to date is still in the 
preliminary stage. In their attempt to investigate character 
typologies derived from psychoanalytic theory, Lazare and Klerman 
are investigating the premorbid character structure of depressed 
patients. Once they have been able to group depressed patients 
according to character type, they hope to determine whether 
various types differ in some systematic way, along a variety 
of dimensions, including clinical features of the depression, 
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response to treatment, and personal background. 
Methodologically, Lazare and Klerrnan have used a pilot sample of 
35 consecutive female admissions to 1assachusetts 1ental Health Center, 
all women with a primary diagnosis of depression. And they have 
devised the following, highly reliable measure of hysterical character: 
Psychiatrists are given a brief description of the hysterical person-
ality and asked to rate their patients on a seven point scale . The 
description presents a number of geperal traits, claimed, in the psy-
choanalytic literature, to typify hyst erics. It includes: egocentric 
trends, exhibitionistic behavior, labile affect, provocative s exual 
behavior, immaturity, suggestibility, demanding attitudes, and dependent 
interpersonal relations. 
On the basis of their measure, 43 per cent of the pilot sample 
was diagnosed as hysterical . While only preliminary, the authors felt 
this finding "tended to support Bibring ' s thesis that anyone can become 
depressed" (Lazare and Klerrnan, p. 35), and also suggested that the 
hysterical character is a frequent premorbid condition of depression. 
Information concerning symptom picture, for this study, was based 
on a modified Hamilton Rating Scale for Depression. The rating scale 
measured 14 separate symptoms, plus three symptom clusters: degree of 
depressed mood, anger turned inward, and somatic concerns and complaints. 
When the groups were compared, the non-hysterical subgroup had a sig-
nificantly greater degree of retardation and more paranoid symptoms. 
In addition, the hysterical group experienced less depressed mood, less 
anger directed inward, and more somatic symptoms than the other group, 
at a near-significant statistical level . 
Lazare and Klerrnan believe these early results suggest a 
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relationship between premorbid character and symptomatology in depres-
sion. They are particularly interested in investigating the possibility 
that the characteristic somaticizing of the hysterical depressives may 
serve to defend against such aspects of depression as feelings of sad-
ness and guilt. 
These researchers also were interested in determining whether the 
two subgroups differed in their responses to various types of treatment. 
Using a small subsample, preliminary results suggest that the hysterical 
patients responded less well to electric shock therapy. As yet, they 
have not reported on responses to psychotherapy or anti-depressants. 
When certain aspects of their social histories were compared, 
certain differences emerged between the two groups. The hysterical de-
pressed group had a greater representation in occupations that involved 
appearance. This group also had been more active in sexual matters, 
measured by their having more marriages, more lovers, earlier pregnan-
cies and more children . The hysterical subgroup also had received 
more medical attention, although they were somewhat younger than the 
other group. Lazare and Klerman present these behavioral findings as 
corroboration of the validity of their judgments of hysterical character. 
In general, this study supports the notion that depressed patients 
include people with different types of personality structures and also 
suggests that premorbid personality has important consequences for 
type of pathology and for response to treatment . The final results of 
this study, extended to larger samples and isolating other personality 
types, should help our understanding of depression. 
CHAPTER III 
FORMULATION OF THE PROBLEM AND HYPOTHESES 
In the clinical and empirical literature, there is ample evidence 
for a multifaceted view of depression. Variations among patients seem 
numerous; there are clear differences in symptomatology, apparent 
differences in psychodynamics, phenomenology, personality structure, and 
personal background. Unfortunately, all efforts to delineate systematic 
subgroups of depressed patients to date have proven unsatisfactory. 
Perhaps most surprising is the paucity of research based on 
analytic theory, although this body of writing has contributed the most 
insightful, original, and widely-used hypotheses about the depressive 
process and about depressed patients. While the theory has changed 
since the earliest days of Freud and Abraham, many people have been 
critical of its failure to adequately account for the differences among 
patients, and have objected to the failure to submit major premises to 
experimental study. The growing emphasis within the psychoanalytic 
theory of depression upon the role of the ego, and on empirical research, 
should do much to dispel these criticisms. 
There is no doubt that Bibring's theory best integrates the 
contemporary ego-phenomenological focus with the more traditional analytic 
view. His work is also attractive because it deals with the basic 
universal mechanisms in depression, yet provides an explanation for the 
many differences and complexities observed among depressed patients. 
Bibring postulates that depressed patients can be categorized by 
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differences along one dimension of ego functioning -- their key 
narcissistic aspirations. The perception that these aspirati ons are 
doomed, the collapse of self-esteem which ensues, and its emotional 
correlate, the depressive affect, are exclusively ego issues. However, 
Bibring further postulates that the psychologi cal issues of love, 
control, and adequacy, emphasized during depression, are the same as 
those emphasized characterologically. While he does not use the term 
"subtype", his conceptual scheme can be readily translated into a 
typology. The present study will use the terms subtypes or subgroups, 
to designate patients predominantly focused around loss, control, or 
adequacy issues. 
This study is grounded in the assumption that subtypes of depression 
do, indeed, exist, and that they must defined in the context of a 
theoretical framework. The primary question being asked is: will 
depressed patients fall into the subtypes which have been derived from 
Bibring's theory? 
Among most dynamically-oriented clinicians, depression is thought 
invariably to involve the loss of an ambivalently cathected, narcissistic 
love-object. This traumatic event supposedly i nitiates certain 
mechanisms resulting in an intrapsychic conflict. Specifically, the 
ego introjects the lost object, the patient regresses, and the super-ego 
turns against the ego. (On another level, this represents the ego 
turning its rage against the introject.) 
The prevailing belief in traditional psychoanalytic t heory of 
depression has been that the predisposition usually includes strong 
oral dependent character features, and that the oral issue of loss of 
love or supplies is a central one in the depressive process. Bibring 
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explicitly questions the universality of oral fixation and oral 
orientation in depression. He postulates that depression can and 
does occur in the context of any character type, and that depressed 
patients can be primarily concerned with control or adequacy issues 
as well as loss. He does expect that the oral orientation would be 
the one most frequently found among depressed patients. 
But, if Bibring's hypothesis can be supported, if depression 
involves different psychological issues in different types of people, 
the unitary view would no longer be tenable. Such a finding would open 
the door for a broader understanding of depression, and would have many 
practical, clinical applications. If depressed patients differ in the 
ways Bibring theorizes, then a second and necessary step is to determine 
if these types differ along dimensions that: (1) would assist in planning 
for and treating patients; and (2) result in some increase in knowledge 
concerning depressive psychop.~hology. Therefore, the second question 
to be researched is: what similarities and differences do the subtypes 
possess in regard to relevant clinical or personal background variables? 
According to Bibring's view, depressed patients differ significantly 
in the type of aspirations that are most important to them premorbidly 
and during their depression. Ultimately, although he stresses ego 
factors and concerns, these differences derive from the psychosexual 
orientation most prominent on a character basis. 
Bibring used the labels Oral, Anal, and Phallic for the three types 
of central strivings, needs and conflicts he describes. This study 
adheres to his thinking, but has substituted the labels Loss, Control, 
and Adequacy. These terms seem to communicate more clearly the 
psychological aspirations of various depressed patients, coming closer 
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to their subjective experiences. The Loss (Oral) type is 
predominantly concerned over loss of love or support; the Control 
(Anal) type is primarily focused on the control of impulses, 
objects, or the body; and the Adequacy (Phallic) type is chiefly 
concerned over issues of status and prestige and particularly with 
competition with others. 
Bibring thus categorized depressed patients as basically different 
in character structure. For example, he would assume that a depressed 
patient who currently stressed loss of love, showed a similar oral-
dependent emphasis in his premorbid personality structure. Bibring 
conceives of character in the traditional analytic way; it refers to 
the distinctive aspects of behavior which are enduring through time 
the continuities in behavior. He postulates that all depression is 
triggered by the individual's perception of an actual life experience, 
and that the type of experience that becomes a precipitating event is 
strongly linked to character type. In other words, the man with a 
predominant control or anal orientation would not feel helpless and then 
depressed because he feared his wife was leaving him, but might become 
depressed if he saw himself on the verge of expressing uncontrollable 
rage toward his wife. 
Once subtypes can be identified, what kind of comparisons would be 
most useful to make? Generally, two classes of variables seem relevant. 
The first consists of clinical variables; this broad category includes 
symptom picture, specific diagnosis, degree of pathology, type of 
precipitating event, previous hospitalizations, length of hospital stay, 
and defensive emphasis during the depression. The second class consists 
of demographic variables, and includes such things as age, sex, social 
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class, religion, marital status, number of siblings, ordinal position, 
and marital status of parents. Some of these warrant further discussion. 
A particularly interesting and promising avenue of investigation 
concerns the nature and role of defensive operations in depression. To 
date, no one has been able to determine if certain phenomena represent 
an integral part of the depressive process, or if they represent 
defensive maneuvers. For example, according to the more accepted view, 
guilt, self-denigration, and self-punishment are basic and universal 
ingredients of depression. Bibring, on the other hand, views these 
rather as secondary phenomena, representing a patient's defensive 
efforts to ward off his depression, once it has ensued. 
The concept ?f two types of symptoms -- primary and restitutive 
is, of course, not unique to the theory of depression; it is an 
important aspect of the analytic view of schizophrenia. In applying 
this notion to depression, Bibring suggests that much of the present 
clinical confusion stems from the traditional failure to discriminate 
primary from secondary (defensive) symptoms. 
Although Bibring did not develop this notion explicitly, his 
theory leads one to expect that the defenses most emphasized during 
depression will correspond to the characterological defenses of the 
patient. A comparison of main defensive operations in the premorbid 
and pathological states of depression should further our understanding. 
In addition to defenses, many other aspects of symptomatology 
have aroused the interest of clinicians. The literature has referred 
to the absence, presence, and degree of such features as retardation, 
agitation, paranoid trends, psychosis, suicidal thoughts and attempts, 
hypochondriasis, somatic dysfunction. But analytic theory has never 
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dealt directly with these differences nor has it offered specific 
explanations. However, it appears that certain implicit features 
of the theory can be extended to and have relevance for this issue. 
Consistently, analysts have assumed that degree of regression is 
the only variable that differentiates psychotic from non-psychotic 
depressives. And certainly, the individual's potential for severe 
regression is negatively correlated with his degree of ego strength 
and with his stage of psychosexual development. 
To review briefly, Bibring differentiates depressed patients as 
follows: the Oral depressive is almost completely dependent on objects, 
and, like an infant, feels his needs can be gratified through being 
given to by others. He is therefore very sensitive to and concerned 
about issues tied up with loss of love or supplies. The Anal depressive 
is focused primarily on issues of control and mastery; he needs to feel 
in control over his body, drives and objects. He is over-alert to and 
preoccupied with lack of control over himself and others. The Phallic 
depressive is caught up with very strong competitive strivings, with 
winning and with achieving prestige in the eyes of others. He therefore 
is selectively attentive and concerned over issues of defeat and status. 
Since Bibring's theory stresses character factors and thus levels 
of psychosexual maturity, some tentative predictions can be made about 
the nature of pathology. One would expect that Loss (orally-fixated) 
patients would show the most severe pathology. And, the Adequacy 
(phallically-oriented) group, who has successfully mastered a higher 
phase of development, would be expected to show the least pathology. 
The Control (anal) group would be assumed midway between these. 
Such factors as rapidity of improvement and degree of improvement 
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might also be related to psychosexual type. Compared with other types, 
the Adequacy patient should recover faster and should attain a more 
adequate level of health. For, he begins as t he healthiest individual 
both intrapsychically and in his capacity for adaptation. 
Further, certain clusters of symptoms and certain types of defenses 
might be related to psychosexual emphasis. Depressed patients, 
concerned with loss, have strong dependency needs and would probably 
stress their helplessness, and need for love and care. Therefore, 
one might expect psychomotor retardation to occur more often with 
this subgroup. Defensively, it would be most consistent for such 
patients to cling, plead, and act helpless, to try to win love. In 
addition, such patients would be expected to attempt to evoke guilt 
in those around them, to gain the supplies they want. 
On the other hand, a key problem for the Control subgroup is their 
inability to tolerate the perceived loss of control over their impulses. 
Forced to deal with these unacceptable hostile or sexual wishes, this 
subgroup would be expected to demonstrate a tremendous sense of guilt. 
Guilt and restitution can thus be viewed as defenses. Another defense 
the Control group would be expected to emphasize would be projection; 
we know clinically that patients who cannot stand their own hostility 
or sexual desires often deny these by attributing them to others. 
Psychoanalytic theory about personality and pathology can also be 
used to make diagnostic predictions about the subgroups. The Adequacy 
group would have achieved more stability and more success in their 
pre-hospital lives, and should also be more effective in coping with 
stress. Diagnostically, we would expect to find more neurotic depressives 
and fewer character disorders or psychotics within this type. And, since 
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hospital admission indicates some serious failure in ego functioning, 
since it usually means that the patient cannot manage on the outside, 
we would expect the Adequacy group to be the least frequent in the 
hospital population. Using the same reasoning, we would expect that 
those patients with the least amount of ego strength, the Loss 
group, would constitute the largest hospital group. 
The central aspect of Bibring's theory is that an external event 
sets off the depressive sequence. For each subgroup, the nature of the 
distressing event should be different and consistent with character 
structure. Investigation of group differences with regard to precipitating 
event might prove an important means of corroborating Bibring's typologies. 
The second general class of variables, the demographic ones, are 
relatively clear-cut and do not require much discussion. Comparing the 
groups on personal history represents a necessary methodological control. 
And, no matter what the result, the differences and similarities should 
be useful in contributing to our understanding of depression. 
There remains one final question: who should be included in a study 
of depression? Establishing the criteria for a sample of depressed 
patients is a perplexing problem. As Lehmann (1959) points out, the 
term "depression" can refer to a symptom, a syndrome, or a nosological 
entity. Should patients who experience considerable sadness in the 
context of a severe character disorder be included? Should patients be 
included when sadness is assumed, but not experienced, as with the 
manic? Should depressed patients who show signs of psychotic thinking 
be included alongside patients whose reality testing is intact? Should 
menopausal, involutional patients be separated from younger ones? 
There do not seem to be any guidelines; rather, sample criteria must 
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be defined in terms of the theoretical framework. Bibring explicitly 
states that depression is an affective state and not a clinical entity 
and, for this reason, any patient who experiences sadness should show 
the relevant mechanisms, etiologies, and dynamics. 
HYPOTHESES AND PREDICTIONS 
The following hypotheses and predictions have been formulated 
based on the previous discussions of Bibring's views regarding major 
types of ego aspirations, the nature of precipitating stress, character 
factors in depression, and from certain psychoanalytic views regarding 
defenses and psychopathology. 
Hypothesis 1. Depressed patients can be separated into a number of 
types, each emphasizing different aspects of psychosexual development. 
Prediction 1.1 One type of depressed patient will experience inter-
personal situations primarily in terms of loss of love issues 
(oral orientation). 
Prediction 1.2 A second type of depressed patient will experience 
interpersonal situations primarily in terms of self-control issues 
(anal orientation). 
Prediction 1.3 A third type of depressed patient will experience 
interpersonal situations primarily in terms of personal ad.equacy 
issues (phallic orientation) . 
Hypothesis 2. Aspects of psychosexual development are related to 
specific precipitating events for the depression itself. 
Prediction 2.1 Loss and rejection type precipitating events will be 
more frequent in that class of depressed patients in which 
depression appears to focus around feelings of loss (oral), than 
in the other two classes of patients. 
Prediction 2.2 Precipitating events representing control over impulses 
and objects will be more frequent in that class of depressed 
patients in which depression appears to focus around feelings of 
control (anal), than in the other two classes of patients. 
Prediction 2.3 Precipitating events representing adequacy in relation 
to others will be more frequent in that class of depressed patients 
in which depression appears to focus around feelings of adequacy 
(phallic), than in the other two classes of patients. 
52 
Hypothesis 3. There is a relationship between defensive maneuvers and 
personality characteristics involved in the depression. 
Prediction 3.1 Guilt-evoking defenses are more prominent in that class 
of patients in which depression appears to focus around feelings 
of loss (oral), than in the other two classes of patients. 
Prediction 3.2 Clinging and displaying helplessness defenses are more 
prominent in that class of patients in which depression appears 
to focus around feelings of love (oral), than in the other two 
classes of patients. 
Prediction 3.3 Blaming (projection) defenses are more prominent in that 
class of patients in which depression appears to focus around 
feelings regarding control (anal), than in the other two classes 
of patients. 
Prediction 3.4 Guilt and restitution defenses are more prominent in 
that class of patients in which depression appears to focus around 
feelings regarding control (anal), than in the other two classes 
of patients. 
Hypothesis 4. The degree and type of psychopathology is related to 
personality characteristics involved in the depression. 
Prediction 4.1. More serious psychopathology such as psychoses and 
character disorders is more frequent in that class of patients in 
whom depression appears to focus on feelings around loss (oral), 
than in the other two classes of patients. 
Prediction 4.2 More previous hospitalizations are found in that class 
of patients in whom depression appears to focus on feelings around 
loss (oral), than in the other two classes of patients. 
Prediction 4.3 Longer stays in the hospital are found in that class of 
patients in whom depression appears to focus on feelings around 
loss (oral), than in the other two classes of patients. 
Prediction 4.4 More psychomotor retardation is found in that class of 
patients in whom depression appears to focus on feelings around 
loss (oral), than in the other two classes of patients. 
Prediction 4.5 More paranoid symptoms are found in that class of 
patients in whom depression appears to focus on feelings around 
control (anal), than in the other two classes of patients. 
* No predictions concerning defensive emphasis or psychopathology 
for the class of patients in which depression appears to focus on 
feelings around personal adequacy (phallic) wi l l be made. These 
relationships will be analyzed from an exploratory viewpoint. 
CHAPTER IV 
METHODS AND PROCEDURES 
The discussion of methodology will be treated in three sections. 
The first will consist of descriptions of a1 1 measures used. Following 
this, the sample will be described, in regard to criteria of selection, 
and recruitment methods #. The final section will deal with procedures, 
especially instructions and administration. Four different sources of 
information were utilized. In order of their importance in the study, 
these were patients themselves, their therapists (psychiatric residents), 
their nurses, and hospital records. 
A. MEASURES OF LOSS, CONTROL AND ADEQUACY 
A major question confronting the research project was what kind of 
measure or measures to use in or,der to differentiate subgroups according 
to Bibring's system . As Kagan and Lesser (1961) have pointed out, in 
the assessment of personality data, the choice is essentially between 
questionnaire, interview or projective methods. Since designating 
(isolating) the three subgroups was such an important part of the study, 
it was :: decided that no single type of data would be sufficient. Our 
decision was to use information obtained from different sources to 
increase validity of the groupings. 
A person's emphasis on losing love, managing impulses and competing 
winh others is reflected with special clarity in the characteristic way 
he structures his interpersonal relationships, which includes his 
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perceptions and expectations of people. If, after exposure to a number 
of somewhat am~iguous and varied scenes, a repetitive pattern of inter-
pretations emerged, we would have considerable information about a 
person's characteristic way of perceiving human relationships. 
The TAT test, which presents a subject with a series of structured 
pictures that are ambiguous in regard to action, affect and outcome, is 
extremely well suited to obtain the data needed. The author agrees 
with Bellak ~hat "its strength lies in its ability to elicit the content 
and dynamics of interpersonal relationships and psychodynamic patterns" . 
(1950, p. 195.) The TAT also provides other types of relevant informa-
tion such as dominant needs, preoccupations, attitudes toward impulses, 
and self-percept. 
The original TAT or TAT-type series have increasingly come to be 
used in research, and often are included in more sophisticated research 
designs (Zubin, Eron and Schumer, 1965). There are a number of good 
reasons for this: (1) TI1e thematic instrument has a great amount of flexi-
bility, and enables the gathering of personality information from many 
different approaches; (2) Assessment of only one or two dimensions of 
the test protocol has been utilized successfully to get specific kinds 
of data (e.g., the Need Achievement Test) ; (3) Its record of predictive 
and construct validity is a much better one than that of the other 
projective tests (Kagan & Lesser, 1961); (4) Its scoring reliability has 
been shown to be very high when carefully defined, specific scoring 
systems are used, and when scorers are trained in the system. 
It was decided to use the TAT in two ways as two separate measures. 
First, a series of 12 of the usual cards were selected, and spontaneous, 
open-ended stories were obtained much in the usual way clinicians use the 
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test . Inquiry and scoring , however, were adapted to t he study in order 
to focus on data relevant to Loss, Control and Adequacy emphases . 
Secondly, a multiple-choice TAT was designed specifically to elicit 
information on Loss, Control and Adequacy categories. Subjects had to 
make a first and second choice of interpretations for each picture. 
Open-Ended TAT 
The series selected for the open-ended TAT was chosen with the fol-
lowing criteria in mind : first, t he scenes should be fairly well struc-
tured, that is, the fi gures should be readily identifiable in terms of 
age, sex and relationship; second, the scenes should involve people in 
problematic and affectively-charged situations, which are, at the same 
time, ambiguous with respect to action, affect, and outcome ; and final ly, 
there should be an equal number of cards which have stimulus pul l toward 
Loss, Control and Adequacy themes. The set, in order that was used, con-
sists of Cards 1, 2, 3GF, 4, 6 B1, 7GF, 9GF, 12M, 13 1F , 17GF, 8BM from 
the Murray TAT, and one card from the Need Achievement TATl. (See Appen-
dix B for description of cards . ) 
Originally, 18 pictures wer e presented to three psychologists, who 
were asked to categorize them independently in terms of their stimulus 
properties in evoking Loss, Cont rol or Adequacy themes (defined accord-
ing to Bibring's conceptualizat ions) . The 12 cards chosen had 100 per 
cent agreement among raters , except t hat one rater reversed ratings on 
7GF and 13MF, compared to the others . The pictures w~re categorized 
as follows: Loss car ds included 3GF, 7GF, 6BM and 17GF; Control cards 
included 4, 8BM, 12M and 13MF ; and Adequacy cards consisted of 1, 2, 
1 . This TAT series was developed by David McClelland and his colleagues 
in 1953 to measure achievement mot ivation . Murstein (1963) reports this 
test is being widely used in research. 
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9GF and the Need Achievement card. 
A scoring system was devised for assessing thematic content on 
presence and intensity of Loss, Control and Adequacy concerns. A number 
of models already exist for specific TAT scori ng systems, including 
Murray's (1938), Eron's (1950), McClelland 's (1953) and Pine's (1960); 
almost all of these have shown very high scorer reliability. Bibring's 
group descriptions were readily adapted to a specific scoring system. 
Instructions to scorers included a careful presentation of the 
definitions of Loss, Control and Adequacy issues, followed by examples 
for all the cards of two intensity levels for each of the themes. The 
intensity measure was a rough one, with a score of 1 given to moderate 
and 2 to intense expressions of themes. (See Appendix C for scoring 
system used with the Open-ended TAT.) 
Reliability was established by having three psychologists rate TAT 
protocols with respect to type and intensity of Loss, Control and Ade-
quacy themes. Before training in the use of the scoring system, inter-
rater agreement on two protocols ranged from 72% to 83% (the figures 
represent percentage of perfect agreement). After training with the 
system, the percentage of perfect agreement on three other TAT protocols 
ranged from 83% to 96% . 
Multiple Choice TAT 
A number of precedents exist for presenting the TAT as a multiple 
choice instrument. The Iowa Picture Interpretation Test designed by 
Hurley (1955) is a fairly well-known projective test, which presents 
pictures with a choice of four interpretations (these represent anxiety, 
hostility, achievement and blandness categories). The better-known 
Blacky test, devised by Blum in 1949, has a multiple choice scoring 
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system, although other approaches are used as well. The main advan-
tage of the method is that the subject has to make a forced choice 
among several alternatives, each having an assigned meaning and value. 
He thus provides data on every card on the dimension or dimensions 
being studied. 
For this study, each card in the series was given a Loss, Control, 
Adequacy and neutral alternative. Provided wi th general descriptions 
of Bibring's categories, three psychologists were asked to decide 
which alternative fitted which category. There was 100 per cent agree-
ment between raters and preassigned interpretations. 
The multiple-choice TAT consisted of 12 cards, each provided with 
three alternatives (the neutral one was deleted to set up a forced-
choice situation). A scoring system was used in which 2 points were 
assigned to the first choice, 1 to the second choice, and 0 to the 
category not chosen. Originally 16 pictures were used, the 12 in the 
open-ended form plus four others from Murray's series. However, after 
using these with our first 15 subjects, it was found that there was 
insufficient variaRion in the interpretations for four cards. These 
were dropped; the final series included 1, 2, 4, 5, 6BM, 7GF, 7BM, 
9GF, 14, 17GF, 13MF, and 138. (See Appendix 0 for descriptions of 
cards used in Multiple Choice TAT; omitted were 3GF, 8BM, 12M and the 
Need Achievement card.) 
The nature of items on this test is illustrated by the following 
alternatives provided for Card 2: This girl has just had an argument 
with her parents about going to school and feels bad over the angry 
things she has said (Control); This girl wants very much to get an 
e~ucation so she can have a better life than her mother (Adequacy); 
This girl is sad because she is about to leave her parents to go 
away to college in the city (Loss). (See Appendix E.) 
Residents' Ratings 
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In addition to data coming directly from the patient, it was felt 
that a valuable source of information would be therapists' ratings of 
their patients on the variables being studied. Through a series of 
therapeutic interviews a trained professional can acquire a great deal 
of understanding about his patient, and may have access to levels and 
types of data not obtained by a TAT . 
Therefore, therapists, in each case a psychiatric resident, were 
asked to rate their patients for emphasis on Loss, Control and Adequacy. 
A condensed but comprehensive paragraph description of each category 
was provided, and the therapist was asked, "To what degree does the 
patient approach the typical Loss Emphasis patient as defined above?" 
A seven-point scale was used ranging from "Not At All" (1) to "Patient 
is Typical of Description" (7). (See Appendix F.) 
B. CLINICAL AND DEMOGRAPHIC MEASURES 
Feelings and Concerns Check List 
This measure has been referred to in the previous discussion of the 
study by Grinker et al . It grew out of their pilot study of 21 depressed 
patients . Originally, the questionnaire consisted of 111 items concern-
ing patients' feelings, worries and concerns; these items were mainly 
derived from interview material and many were direct reproductions of 
statements made by patients about themselves. Factor analysis extracted 
three factors which seemed to stress degrees of depressed affect and 
ways of defending against it . The Grinker group took the top 20 items 
contributing to the factors, omitted duplications, and came up with a 
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check list of 47 items, each rated on a four-point scale. 
This measure was used with some modification for the present 
study . It was shortened to a 19 item list, since the primary interest 
was in comparing groups in terms of defenses. Items representing 
anxiety were dropped in the interest of economy of administration. 
While the Grinker study used psychiatrists and not patients themselves 
as informants, this seemed incompatible with their stress on a phenomeno-
logical approach to depression. It was decided that the patients were 
the best source of information on their feelings and concerns, and 
therefore the items were converted to the first person form. (See 
Appendix G. ) 
Each subject received a score on three Defensive factors, Projec-
tion, Guilt and Restitution, and Evoking Guilt and also on a fourth 
factor, Degree of Depression. Since the number of items under each 
factor was not uniform, scores were expressed in percentages for 
comparative purposes. Examples of items for different Factors are: 
(#13) I feel a lot of my illness was caused by too much famil y or 
job responsibili t y (Pr ojection) ; (#4) I am concerned with making up 
the wrongs I have done to others (Guilt) ; (#17) I feel I am being 
brave in bearing my troubles (Evoking Guilt). 
Precipitating Events Check List 
A number of researchers have been interested in studying the 
role of precipitating events in depression, and have designed measures 
for this purpose. Sine~ our focus was on such events in terms of 
their Loss, Control and Adequacy psychological meanings, a special 
measure was designed . (See Appendix H.) The measure consists of 
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35 items, 33 preasigned to one of the three categories, one item to be 
checked in the event there was no discernible precipitant, and one 
open-ended item for precipitating events not included on the checklist. 
The pool of precipitating events was compiled by the researcher 
and two colleagues based on their clinical experience. Using Bibring's 
conceptual framework, each item was categorized as primarily repre-
senting a Loss, Control or Adequacy issue. The psychologists achieved 
complete agreement in categorizing these events. 
Examples of events and categories are the following: Death of an 
immediate family member (Loss); Performing of a physically aggressive 
act (Control); Successful achievement by some important object (Adequacy). 
In addition to determining type, an assessment of the importance of 
each precipitating event was obtained. The resident informant was 
asked to rate every event he checked as being of "Some" or of "Major" 
importance. A quantitative scoring system was used, in which moderate 
events were scored 1, major ones 2. 
Current Behavior Check List 
This measure was designed by Grinker for his study and has been 
referred to previously. The questionnaire consists of items of descrip-
tive behavior, requiring minimal interpretation. Each item is rated 
dichotomously -- absent or present. The items refer to affective beha-
vior, cognitive behavior, somatic behavior (further differentiated as 
gastrointestinal, dermatological, sleep, psychomotor activities, and 
speech) and cornrnunicati ve behavior. (See Appendix I.) 
The Grinker checklist initially had consisted of 131 items; however, 
47 items that had occurred in more than 90 per cent or less than 10 per 
cent of their sample were subsequently omitted. Factor analysis of the 
61 
remaining 84 items yielded 10 symptom cluster factors -- not mutually 
exclusive. Reliability among their raters was satisfactory, but less 
high than for their Feelings and Concerns Check List. 
The ten factors were labelled as follows: (1) The isolated and 
withdrawn; (2) The retarded in speech and thought; (3) The disinterested 
and apathetic; (4) The angrily provocative and demanding; (5) The hypo-
chondriacal; (6) The cognitively disturbed; (7) The agitated; (8) The 
rigid, immobile; (9) The somatically disturbed; (10) The clinging, 
pleading for love and attention. 
In the Michael Reese study, the head nurse and resident jointly 
filled out the check list. Since it was felt that in this hospital the 
nurses were most competent to make these kinds of evaluations because 
they .Gbserved the patients over extensive time periods and because they 
are trained in descriptive recording, a nurse on each ward who knew 
the subject served as informant. 
Each patient in our sample received a score on each Behavior 
factor, expressed as percentage scores. 
Symptom Picture Scale 
This questionnaire was designed for this study to elicit information 
on a number of clinical areas. These included differences and nature of 
onset, course, severity, retardation, agitation, suicidal behavior, 
paranoid and manic tendencies. A Multiple-choi ce form was used with 
the resident serving as informant. (See Appendix ~.) 
Personal Data Form 
This questionnaire was used to obtain demographic information. 
The patient himself was the main infomant; information was supplemented 
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or corroborated by hospital records when necessary. (See Appendix K.) 
Information included length of hospital s tay, age, number of 
siblings, ordinal position, numger of previous psychiatric hospitali-
zations, religion, education, social class, marital status, marital 
status of parents, whether parents are living , and recent medical 
history. 
Social Class evaluations were made accordi ng to the Hollingshead 
"two-Factor Index· of Social Position"l. This i ndex utilizes both 
education and occupation. Precise information on occupation is 
essential for using this classification system. Each factor is 
weighted differently, 4 for education and 7 for occupation, and a 
combined score is obtained. The range of scores then are stratified 
into five social classes, with I the highest (scores of 11-17) and 
Class V the lowest (64-77). 
Two coding categories were designed for traditional diagnostic 
information based on the current American Psychiatric Association 
classifications. The first classified each patient as psychoneurotic, 
psychotic, personality disorder, or transient personality disorder. 
A finer differentiation was then made by designating depressive 
reactions, psychotic depressions, or manic-depressive psychosis 
from all others . 
Total period of hospitalization was recorded by using number of 
days between admission and discharge. 
1. Hollingshead's Two-Factor Index system of determining social 
class was obtained in a private communication in mimeographed form. 
As yet, this system is not available in published form. 
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C. SAMPLE 
The sample consisted of 60 in-patients, male and female, at 
the Massachusetts Mental Health Center (MMHC), hospitalized between 
February and May, 1965. The criterion for inclusion in the study was 
that depression was either diagnosed as primary or else constituted 
a significant component of the symptom picture. Patients were excluded 
when there was felt to be a diagnostic possibility of schizophrenia 
or organicity. The acceptable age range was from 18 to 60. The 
diagnostic criteria was deliberately a broad one, since Bibring was 
concerned with depression as an affect, and not a specific syndrome. 
Recruitment of subjects for the sample was done through consultation 
with the Chief Resident on each of four wards in the hospital. Using 
the criteria just outlined, he selected patients on his service 
eligible for the study. 
D. PROCEDURES 
Since patients, residents, nurses and Chiefs served as informants, 
special procedures were devised for each group. 
Chief Residents 
A conference with the Chief Resident of each of four hospital 
wards was held, in which the nature of the research was explained in 
general terms. He was asked to select appropriate patients, and also 
to announce that the study was in progress at a Service staff meeting. 
After all the information was collected on each patient, the Chief 
was asked for his official psychiatric diagnosis -- this was delayed 
because it was felt that there would be more accuracy with length of 
time the patient was there. 
64 
Patients 
All patients were contacted, tested and interviewed by the 
researcher. To obtain a sample of 60, 65 patients were approached# 
two refused because they had been upset by psychological testing in 
the past, two because they "didn't like the idea of being studied," 
and one because she felt "too miserable to do anything". 
All patient testing was completed in one session, which lasted 
about an hour. The standard order of test administration was: Open-
ended TAT, Feelings and Concerns Check List, Multiple-Choice TAT, and 
Personal Data Form. 
Instructions for the Open TAT were: I am going to show you some 
pictures and I'd like you to make up a short story about each one. 
It doesn't have to be anything fancy or long, just tell what is happen-
ing and how the people are feeling and what their thoughts are. 
The instructions for Feelings and Concerns were: These sentences 
describe feelings people have. Check under the column that tells your 
own feelings about them. Be as exact as you can. 
For the Multiple-Choice TAT, patients were told: I'm going to show 
you some pictures again, most are ones you've seen before but some are 
new. This time the stories have already been made up. For each pic-
ture, there are three stories. Read them all, then put a 1 in front 
of the story you feel best fits the picture -- your first choice -- and 
a 2 for the story you think next best fits -- your second choice. 
After the first picture was given, the experimenter checked on whether 
the patient was following the scoring directions correctly. 
Residents 
The resident therapist of each subject was contacted and given a 
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brief, general description of the study. He was given three question-
naires -- Ratings of Loss, Control and Adequacy Types, Symptom Picture 
Scale, and Precipitating Stress Check List for each of his patients. 
The order was rotated systematically. Twenty-three residents took 
part in the study. Depending on the resident's attitude toward 
research, the study, the psychologist and his patients among other 
things, there was variation in his cooperation and promptness. Some 
r~sidents had to be contacted two, three and four times and pressured 
to complete the measures. 
Nurses 
The only measures nurses were asked to fill out was the Current 
Behavior Check List . When the subject was seen, he was asked for the 
name of a nurse whom he felt knew him best. This would be the nurse 
first contacted; she might recommend another nurse if she felt she 
lacked sufficient information to complete the questionnaire .. 
It was more difficult to enlist the cooperation of nurses as a 
group than of residents. Many seemed quite resentful at the task. 
However, eventually all questionnaires were completed. 
CHAPTER V 
ANALYSES OF RESULTS 
A. INTRODUCTION 
The results of the present study are related to two major 
psychological questions: are there differences in predominant emphases 
on loss, control and adequacy aspirations among depressed patients, 
as postulated by Bibring, which permit the differentiation of three 
subtypes; and what systematic differences exist among these subgroups 
on a variety of clinical and demographic variables? 
This chapter will be devoted to a detailed analysis of the 
findings of the study, including the statistical operations used. 
Findings regarding specific hypotheses and predictions will be 
presented, and in addition a number of exploratory findings will be 
reported. Relevant figures and tables will be included in the chapter 
and in the appendix. 
Before proceeding to the detailed analyses of results, findings 
obtained from testing hypotheses and predictions will be briefly 
summarized. The findings indicate that a group of depressed patients 
can be separated into three types on the basis of their emphases on 
different aspects of psychosexual development. A fairly equal 
distribution for each of the three emphases -- loss, control and 
adequacy -- was found. 
It was also found that the nature of the precipitating event is 
related to the patient's psychosexual emphasis during his depression. 
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The Loss (oral) subgroup had the highest incidence of precipitants 
involving loss of love issues. The Control (anal) subgroup had 
the highest number of precipitants involving issues around mastery 
of impulses or objects. And similarly, the Adequacy (phallic) 
subgroup had the greatest incidence of precipitating events involving 
competition and status issues. 
Findings also indicated a relationship between psychosexual 
orientation and types of defenses during depression. While in one 
instance the relationship was not that in the direction of prediction, 
other relationships were as predicted. Thus it was found that 
patients in the Loss subgroup emphasized defenses of clinging and 
demonstrating helplessness, while the Control group used guilt and 
restitution defenses more than the other two groups. Furthermore, the 
Control subgroup also showed a trend toward emphasizing blaming and 
projection defenses. 
Findings did not support the hypothesized positive relationship 
between psychosexual orientation and type and degree of psychopathology 
in depression . The only positive finding was that patients in the Loss 
subgroup had the most previous hospitalization. 
B. PSYCHOSEXUAL EMPHASIS 
The hypothesis concerning the existence of subgroups among depressed 
patients was stated as follows: 
Hypothesis 1. Depressed patients can be separated into a number of types, 
each emphasizing different aspects of psychosexual development. 
Three predictions were derived from this hypothesis: 
Prediction 1.1 One type of depressed patient will experience inter-
personal situations primarily in terms of loss of love issues 
(oral orientation). 
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Prediction 1.2 A second type of depressed pat i ent will experience 
interpersonal situations primarily in terms of self-control 
issues (anal orientation). 
Prediction 1.3 A third type of depressed patient will experience 
interpersonal situations primarily in terms of personal 
adequacy issues (phallic orientation). 
The data used to test Hypothesis 1 and its predictions were 
scores obtained on the Open-ended TAT, the Multiple-Choice TAT, and 
the Residents' Rating Scale. (These data are presented in Appendix L 
and Appendix M, pp. 172 and 176.) 
Inspection of the distribution among the Loss, Control, and 
Adequacy categories reveals considerable spread of scores. A variety 
of possible ways exist of organizing the scores in order to separate 
patients into subgroups. Possibilities include using single scores 
or scoring patterns, or combining scores from the three measures or 
treating each separately. Rather than to arbitrarily select one 
grouping system, four distinct methods of classifying subgroups were 
developed. 
More specifically, one of the problems in grouping subjects was 
that not all of them were high on the same category on the three 
measures: that is, a patient who was highest on Loss on the Open-ended 
TAT might be highest on the Control category on the Multiple Choice 
TAT, etc. 
Another difficulty in grouping occurred in connection with the 
finding that correlations among the three measures were not high. 
Table I presents intercorrelations among the measures. As seen there, 
residents' ratings of Loss, Control and Adequacy did not correlate 
with these categories on the two TAT measures. However, while there 
was only a slight correlation between the two TAT measures on the 
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TABLE I 
Intercorrelations Between Multiple Choice TAT Scores, 
Open-Ended TAT Scores and Resident Ratings 
(N = 60) 
M-Ls M-Cbn M-Ad 0-Ls O-Con 0-Ad R-Ls R-Con R-Ad 
Row 1 2 3 4 5 6 7 8 '9 
Means 13.88 12.18 9.92 8.05 9.50 7.03 5.10 4.08 4.35 
St.Dev 3.13 2.84 2. 77 3.71 4.24 3.81 1.68 1.87 1.60 
1 1.00 -0.56 -0.55 0.42 -0.38 -0.21 0.09 -0.21 0.12 
2 -0.56 1.00 -0.38 -0.36 0.48 0.15 0.01 0.04 0.04 
3 -0.55 -0.38 1.00 -0.11 -0.07 0.09 -0.12 0.19 0.10 
4 0.42 -0.36 -0.11 1.00 -0.56 -0.25 -0.04 -0.16 -0.13 
5 -0.38 0.48 -0.07 -0.56 1.00 0.17 -0.02 0.05 -0.03 
6 -0.21 0.15 0.09 -0.25 0.17 1.00 -0.26 -0.26 0,05 
7 0.09 0.01 -0.12 -0.04 -0.02 -0.26 1.00 -0.05 0.12 
8 -0.21 0.04 0.19 -0.16 0.05 -0.26 -0.05 1.00 0.04 
9 -0.12 0.04 0.10 -0.13 -0.03 0.05 0.12 0.04 1.00 
M = Multiple Choice TAT Ls = Loss 
0 = Open-Ended TAT Con = Control 
R = Residents' Ratings Ad = Adequacy 
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Adequacy category, there was a correlation of .42 on the Loss 
category between the two TAT measures, and a correlation of .48 
on the Control category on these measures. 
In light of the fact that the residents' ratings did not 
correlate with patients' scores on the TAT measures, the original 
idea of combining scores from these three measures as a basis for 
forming groups had to be abandoned. Instead, three of the grouping 
systems used involved combining scores from the two TAT measures, 
while one was based solely on the residents' ratings. The statistical 
operation which preceded combining TAT scores was to convert these 
into standard scores with a mean of 50 and a standard deviation of 
10 (Z-scores). (See Appendix N, p. 179.) 
The four grouping methods used are outlined in more detail as 
follows: 
Method I. Highest Score. The two TAT Z-scores were added and three 
groups were distinguished based on category with the highest 
score. A minimal difference of 4 Z-score points between the 
highest and next highest category was necessary. On this basis, 
20 patients were classified within the Loss group, 19 into the 
Control group and 16 into the Adequacy group. Five patients 
did not meet the criterion above and were not classified. 
Method II. Pattern Score Groupings. The two TAT Z-scores were added 
and six groups were isolated based on pattern for highest, 
second highest and lowest category scores. The groups that 
emerged and the number of patients classified under each was 
as follows: * LCA = 8; LAC = 14; CAL = 13; CLA = 7; ACL = 11; 
ALC = 7. 
Method III. Residents' Rating Groupings. Subgroups were formed on 
the basis of the psychiatric residents' ratings alone, based 
simply on the category which received the highest score. Subjects 
with tied scores on their two highest categories were not grouped. 
Using this procedure, 27 patients were classified into the Loss 
subgroup, 12 patients in the Control and 14 into the Adequacy 
subgroup. 
* L = Loss, C = Control, A = Adequacy. 
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Method IV. Exclusive High Rank Groupings. The procedure in this 
method was to rank all subjects on each of the three categories 
of · combined TAT Z-scores. After isolating the top third of 
each distribution, all subjects were eliminated who ranked in 
the top third on more than one category. As a result, ll 
subjects who were in the top third of two categories were not 
classified. Another 11 patients who were not in the top third 
of any of the three categories also were not classified. This 
resulted in a sample of 38 patients out of the original 60 
(nearly 2/3). Sixteen patients were classified in the Loss 
subgroup, 12 in the Control subgroup, and 10 in the Adequacy 
subgroup. (See Appendixes 0 and P, pp. 183 and 185.) 
It should be noted that in each of these grouping procedures, the 
subjects were classifiable in the three subgroups, emphasizing loss 
or control or adequacy. Furthermore, the number of subjects classified 
in each subgroup under each method of analysis was essentially the 
same. Chi square analysis showed no significant differences in the 
size of the groups under Grouping Methods I, II, and IV. In the case 
of Method III, groupings based e~cLusiN~ly on ratings by psychiatric 
residents, the Loss group was significantly higher than the others. 
The finding that patients in fact show different psychosexual emphases 
confirms Hypothesis l. 
It is quite apparent that these results are opposed to what would 
be expected from a strict and naive interpretation of traditional 
psychoanalytic theory, which postulates a near-universal emphasis on 
loss (oral) issues . Rather, depressed patients distribute themselves 
with respect to concerns over control and adequacy as well as loss. 
Once it was established that the total sample differed in 
psychosexual orientation, the question arose as to the clinical and 
theoretical usefulness of such a differentiation. The remainder of 
the chapter will report on the analyses of these subgroups of depressed 
patients with respect to those predictor variables for which specific 
hypotheses and predictions had been stated. In addition, t he 
relationship between the subgroups and all the other predictor 
variables will be explored. 
The clinical predictor variables consisted of four feeling 
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factor scores (degree of depressed mood, blaming and projection 
defenses, guilt and restitution defenses, and guilt-evoking defenses, 
from the Feelings and Concerns Check List); ten behavior factor 
scores, which consist of various symptom clusters (from the Current 
Behavior Check List); three types of precipitati ng events (from the 
Precipitating Events Check List); twelve variab l es involving 
psychiatric history, diagnosis, course, type and severity of depressive 
pathology (from the Symptom Picture Scale). 
The ten demographic predictor variables, for which no predictions 
were made, include age, sex, social class, religion, marital status, 
parental marital status, ordinal position, number of siblings, and 
whether mother or father are deceased (from the Personal Data Form). 
C. UNIVARIATE ANALYSES 
All univariate analyses were carried out on subgroups 
differentiated by Grouping Method IV -- Exclusive High Rank Grouping. 
This method was selected for two reasons: first, because findings on 
the multivariate procedures demonstrated that this grouping method 
served to discriminate better among groups; and second, since the 
criteria for subgroup membership were more rigorous using this 
procedure, the subgroups were much more homogeneous. 
Univariate statistical analyses were carried out to test all 
hypotheses and predictions. This type of analysis was also used to 
compare subgroups on all predictor variables, for which no specific 
hypotheses had been formulated. 
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Precipitating Events 
The original hypothesis concerning the relationship between type 
of depressive subgroup and precipitating events was stated as follows: 
Hypothesis 2. Aspects of psychosexual development are related to 
specific precipitating events for the depression itself. 
The predictions derived from this hypothesis were as follows: 
Prediction 2.1 Loss and rejection type precipitating events will be 
more frequent in that class of depressed patients in which 
depression appears to focus around feelings of loss (oral), than 
in the other two classes of patients. 
Prediction 2.2 Precipitating events representing control over impulses 
and objects will be more frequent in that class of depressed 
patients in which depression appears to focus around feelings of 
control (anal), than in the other two classes of patients. 
Prediction 2.3 Precipitating events representing adequacy in relation 
to others will be more frequent in that class of depressed patients 
in which depression appears to focus around feelings of adequacy 
(phallic), than in the other two classes of patients. 
These predictions were tested by comparing the three subgroups on 
their scores on loss, control and adequacy precipitants obtained from 
the Precipitating Events Check List using an analysis of variance 
technique. (See Tables II and III, pp. 74 and 75.) 
Prediction 2.1 was confirmed; findings showed that the Loss 
subgroup was significantly higher on loss precipitants than the other 
two groups. The F ratio was 4.532, which is statistically significant 
at the .05 level of probability. 
Prediction 2.2 also was strongly confirmed by statistical 
findings. TI1e Control subgroup had significantly higher scores on 
control-type precipitants than did the other groups. The F ratio was 
5.413, which is statistically significant at the .01 level of 
probability. 
Prediction 2.3 was clearly supported by the statistical results. 
TABLE .·II 
Means and Standard Deviations of 18 Clinical 
and 1 Demographic Variables by Groups* 
Loss Group Contro l Group Adequacy Group 
MEAN SD MEAN SD MEAN SD 
!.Degree of Depressed Affect 51.44 20.09 59.67 12.80 61.20 21.13 
.. 
2. Projection Defenses 39.06 28.34 57.75 15.42 39.10 27.73 
3. Guilt-restitution Defenses 49.00 14.48 66.17 21.20 n7.oo 22.74 
4.Gui1t-Evoking Defenses 51.00 7.0,04 63.17 11.96 53.90 25.71 
5.Iso1ated With~rawn 
Behavior 25.94 19.55 38.75 26.93 27.70 21.93 
6.Retarded Speech & ThOU£ht 21 • 31 2&.48 39.83 29.73 24.00 23.94 
?.Disinterested-Apathetic 44.00 19.37 48.25 31.03 41.60 25 . 50 
8.Angri1y-Demanding 32.06 26.77 44 . 00 28.31 28.60 25.32 
9.Hypochondriaca1 Behavior 33.50 25.1 2 27 .42 27.64 21.40 28.09 
10.Cognitive1y Disturbed 24.94 24.82 31.91 26 . 97 1 n . 70 1 7.~0 
! !.Agitated Behavior 63.31 26 . 32 61.00 27.nl S6.60 30.39 
12.Rigid-Immobi1e 18.81 17.01 43.09 22.01 31.60 18.34 
13.Sornatical1y Disturbed 11.25 14.55 20.00 17.06 16.00 18.38 
14.Clinging Ingrati -
ating Behavior 56.25 26.61 27.08 24.91 40.00 33.75 
15.Loss Precipitants 4.81 3.43 2.25 1. 76 2.30 1.49 
16.Control Precipitants 1.56 2.31 4.42 2.84 4.10 2.42 
17.Adequacy Precipitants 0.44 1.09 1.42 1.44 3.70 2. 50 
18 .Age 27.9 8.1 24.9 8.3 30.6 10 . 0 
19.Length of Hospitali-
zation (in days) 144.0 130.4 166.0 135.8 123.0 67.8 
*Based on Grouping System IV N = 38 
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TABLE II I 
Analysis of Variance Results * 
I 
Variable Sources of Stuns of Degrees of1 F Significance I Variation Squares Freedom 1 Level 
Loss Pre- Total 290.553 37 
cipitants Among 59.765 2 4.532 .OS 
Within 230.788 35 
Control Pre- Total 290.342 37 
cipitants Among 
' 
68.587 2 5.413 . 01 
Within 221.755 35 
Adequacy Pre- Total 163.079 37 
cipitants Among 66.124 2 11.936 ,01 
Within 96.955 35 
Feeling Factor Total 15,597.053 37 
III (Guilt & Among 2,855.386 2 3.922 .OS 
Restitution Within 12.741.667 35 
Defense) 
Behavior Fac- Total 16,773.053 37 
tor 8 (Rigid- Among 4. 081.298 2 5.627 .01 
Immobile) Within 12,691.755 35 
Behavior Fac- Total 33,634.868 37 
tor 10 (Cling- Among 5,936.951 2 3. 751 ' .OS 
ing-Pleading) Within 27,697.917 35 
Feeling Factor Total 24,444.974 37 
II (Blaming Among 2,862.886 2 2.321 .20 
Defense) Within I 21,582.088 35 
Feeling Factor Total 12,649.500 37 l V (Guilt Evok- I Among 1,330.495 2 2.057 . 20 
ing Defense) Within 11,319.005 35 
.. 
* Only Analyses found to be significant or near-significant are 
included. 
--r 
l 
I 
-i 
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Scores on adequacy-type precipitants were significantly higher for 
the Adequacy subgroup than for the other two groups. The F ratio 
was 11.936, which is statistically significant at better than the 
.01 level of probability. 
Thus Hypothesis 2, which postulated a relationship between 
type of precipitant and predominant psychosexual ori entation during 
depression, was confirmed. 
Defenses 
The original hypothesis concerning the relationship between type 
of depressive subgroup and type of defensive operation emphasized 
was stated as follows: 
Hypothesis 3. There is a relationship between defensive maneuvers and 
personality characteristics involved in the depression. 
The specific predictions derived from this hypothesis were as follows: 
Prediction 3.1 Guilt-evoking defenses are more prominent in that class 
of patients in which depression appears to focus around feelings 
of loss (oral), than in the other two classes of patients. 
Prediction 3.2 Clinging and displaying helplessness defenses are more 
prominent in that class of patients in which depression appears 
to focus around feelings of love (oral), than in the other two 
classes of patients. 
Prediction 3.3 Blaming (projection) defenses are more prominent in 
that class of patients in which depression appears to focus 
around feelings regarding control (anal), than in the other 
two classes of patients. 
Prediction 3.4 Guilt and restitution defenses are more prominent in 
that class of patients in which depression appears to focus 
around feelings regarding control (anal), than in the other two 
classes of patients. 
All above predictions were tested utilizing an analysis of variance 
technique. (See Tables II and III, pp. 74 and 75.) 
Prediction 3.1 was tested by comparing the three subgroups on 
scores for Feeling Factor V, the measure of guilt-evoking defenses on 
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the Feelings and Concerns Check List. Differences among the 
subgroups were not statistically significant, and the trend was 
actually in a direction inconsistent with prediction. While the 
prediction was that the Loss subgroup would emphasize guilt-evoking 
most, the highest scores occurred in the Control subgroup. Thus, 
the prediction was not supported. 
Prediction 3.2 was tested by comparing subgroups on scores for 
Behavior Factor 10, which measures clinging and pleading operations 
on the Current Behavior Check List. Results confirmed the prediction, 
and showed that the Loss group was significantly higher than the 
others on this factor. The F ratio was 3.7S, which is statistically 
significant at the . OS level of probability. 
Subgroups were compared on their scores for Feeling Factor II, 
the measure of blaming and projection defenses on the Feelings and 
Concerns Check List, to test Prediction 3.3. While the results were 
not statistically significant, a definite trend in the predicted 
direction was found. The Control subgroup had the highest scores on 
this factor; the F ratio was 2.32, which is significant at the .20 
level of probability. 
Prediction 3.4 was tested by comparing subgroups on scores on 
Feeling Factor III, the measure of guilt and restitution defenses on 
the Feelings and Concerns Check List. This prediction was partially 
confirmed, since scores were significantly higher for the Control 
and Adequacy subgroups than for the Loss group. The F ratio was 
3.92, significant at the .OS level of probability. However, there 
was no significant difference between Control and Adequacy subgroups 
on this factor. 
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Findings therefore support Hypothesis 3, which postulated a 
relationship between depressive subtype and def enses. In the 
case of one prediction, however, that involving guilt-evoking 
defenses, findings were not in the expected direction. 
Degree and Type of Psychopathology 
The original hypothesis concerning the relationship between 
depressive subgroup and nature and type of pathology was stated as 
follows: 
Hypothesis 4. The degree and type of psychopathology is related 
to personality characteristics involved in the depression. 
The specific predictions derived from this hypothesis were as follows: 
Prediction 4.1 More serious psychopathology such as psychoses and 
character disorders is more frequent in that class of patients 
in whom depression appears to focus on feelings around loss 
(oral), than in the other two classes of patients. 
Prediction 4.2 More previous hospitalizations are found in that class 
of patients in whom depression appears to focus on feelings 
around loss (oral), than in the other two classes of patients. 
Prediction 4.3 Longer stays in the hospital are found in that class 
of patients in whom depression appears to focus on feelings 
around loss (oral), than in the othEr two classes of patients. 
Prediction 4.4 More psychomotor retardation is found in that class 
of patients in whom depression appears to focus on feelings 
around loss (oral), than in the other two classes of patients. 
Prediction 4.5 More paranoid symptoms are found in that class of 
patients in whom depression appears to focus on feelings around 
control (anal), than in the other two classes of patients. 
(See Table IV for results of statistical analysis.) 
Prediction 4.1 was tested by comparing the three subgroups by 
means of a chi square analysis on the frequency of character disorders 
and psychotics diagnosed in each group. The results do not support 
the prediction and indi£ate that the proportion of more serious forms 
of psychopathology is not significantly different among depressive 
subgroups. 
TABLE IV 
Chi Square Results* 
Previous Hospitalization 
+ 
Loss 5 11 
Control 8 4 
Adequacy 6 4 
'X,. 2 
= 5.60 
p <. .OS 
Medical Illness 
Loss 10 
Control 10 
Adequacy 4 
% 2 = 4.31 
p < .10 
+ 
6 
2 
6 
Paranoid Symptomatology 
Loss 
Control 
Adequacy 
7 
4 
7 
'X- 2 = 3.40 
p < .20 
+ 
9 
8 
3 
(Fisher Exact Test Between Control and Adequacy: p <( .10) 
Agitation Symptoms 
Loss 
Control 
Adequacy 
Present 
12 
11 
5 
"X--2 = 3. 96 
p <. .20 
Absent 
4 
1 
5 
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*Only analyses found to be significant or near-significant are 
included. 
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Chi square analysis was also used to test prediction 4.2, 
comparing subgroups as to number of previous hospitalizations. 
Findings confirmed the prediction, and showed that the Loss subgroup 
had a significantly higher frequency of prior hospi talizations than 
the other groups. Chi square was 5.60, which is significant at the 
.OS level. 
Prediction 4.3 was tested by comparing length of stay in the 
hospital among the three groups using an analysis of variance 
technique. This prediction was not confirmed; findings showed no 
statistically significant difference among groups on this factor. 
Prediction 4.4 was tested by comparing subgroups on the basis 
of three independent sets of scores. Measures of psychomotor 
retardation utilized were scores on Behavior Factor 2 (which refers 
to slowness in speech and thought), scores on Behavior Factor 8 
(which refers to rigid, immobile behavior), and residents' ratings 
concerning presence and extent of psychomotor retardation. The 
results did not support these predictions. 
\fuen an analysis of variance technique was used to compare 
groups on Behavior Factor 2, the results were not statistically 
significant. Chi square analysis used to compare groups on residents' 
ratings of retardation also did not find significant differences 
among subgroups. While an analysis of variance technique comparing 
subgroups on Behavior Factor 8 (rigid, immobile behavior) demonstrated 
statistically significant differences among groups, the differences 
were not in the direction of prediction. Instead of the Loss group 
showing most retardation, as was predicted, it was lowest, and the 
Control group was highest. 
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Prediction 4.5 which stated that the Control subgroup would 
display more paranoid symptoms was not supported. Evaluation of 
the presence and extent of paranoid trends was made by residents on 
item 8 of the Symptom Picture Scale. A chi square analysis was 
carried out, and results were not statistically significant. 
Thus, Hypothesis 4, which postulated a relationship between 
psychosexual orientation and degree and type of psychopathology was 
not supported, with the exception that a predicted relationship 
between number of previous hospitalizations and depressive subtype 
was confirmed. 
Exploratory Findings 
While no specific hypotheses or predictions were made in the case 
of the remaining clinical and demographic variables, comparisons among 
subgroups were carried out on an exploratory basis. Analyses of 
variance were used when the variables were continuous in nature; 
chi square analyses were done on non-continuous data. 
The subgroups were compared using an analysis of variance 
technique on the following clinical variables: Feeling Factor I 
(degree of depressed affect); Behavior Factor 1 (isolated, withdrawn 
pattern); Behavior Factor 3 (disinterested, apathetic behavior); 
Behavior Factor 5 (hypochondriacal behavior); Behavior Factor 6 
(cognitively disturbed behavior); Behavior Factor 7 (agitated behavior); 
Behavior Factor 9 (somatically disturbed behavior). (See Table II, 
p. 74.) Chi square analyses were used to explore differences among 
subgroups on these clinical variables: course of illness, type of 
onset, recent medical history, specific diagnosis of type of 
depression, manic symptomotology, agitation symptoms, and suicidal 
behavior. 
None of these variables differed among subgroups at a 
statistically significant level. (See Table V.) Only one 
variable -- recent medical problems came close to differing 
significantly among subgroups. The Control subgroup reported 
less medical problems than the other groups: chi square on this 
factor was 4.31, which is significant at the .10 level of 
probability. 
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Most of the demographic variables were discrete in nature, and 
therefore chi square analyses were carried out to compare subgroups 
on these. Differences among groups as to religi on, sex, marital 
status, parents' marital status, whether mother was living, whether 
father was living, and ordinal posi t ion, were tested with this 
statistical technique. A small number of demographic variables 
were continuous and these were studied with an analysis of variance 
technique. The latter type of variables included age, number of 
siblings, and social class. 
None of the demographic variables were found to differ among 
the three subgroups at a statistically significant level. ~: ee 
Table VI, p . 84.) 
D. MULTIVARIATE ANALYSES 
It was decided to analyze the data further by carrying out 
discriminant function analyses to determine whethe r Loss, Control 
and Adequacy subgroups would differ when clinical and demographic 
variables were combined. This statistical technique makes it 
possible to utilize the combined effect among al l variables, and also 
to measure the relative weightings of each variabl e in the overall 
relationship among groups. 
TABLE v· .. 
Frequency Distributions on 11 Clinical Variables by Groups* 
Frequency Frequency 
VARIABLE L c A VARIABLE L c A 
Onset Paranoid Features 
Rapid 3 1 1 None 7 4 7 
Moderate 3 1 2 Suspicious 6 7 3 
Insidious 10 10 7 Ideas of Reference 3 0 0 
Severity When Manic Features 
Hospitalized None 13 7 7 
Mild 3 2 2 Possible 3 3 1 
Moderate 5 6 4 Definite 0 2 2 
Severe 8 4 4 
APA Diagnosis 
Retardation Neurotic 11 7 7 
None 7 4 6 Psychotic 3 1 3 
Slight 3 2 2 Character Disorder 2 4 0 
Moderate 2 4 2 
Pronounced 4 2 0 Type of Primary 
Depression 
Reactive Depression 10 6 7 
Agitation Psychotic Depres. 1 1 1 
None 4 1 5 Manic-Depres. 1 0 1 
Slight 8 5 2 Depres. Secondary 4 5 1 
Moderate 3 3 1 
Prominent 1 3 2 Suicidal Thoughts 
And Behavior 
Course None 3 l 2 
Worse 0 1 0 Thoughts 4 5 5 
Fluctuating 3 4 1 Gestures 7 6 2 
Plateau 5 2 3 Serious Attempt 2 0 1 
Improving 8 5 6 
No. of Previous 
Hospitalizations 
None 6 7 6 
One 5 4 3 
Two + 5 1 1 
*Based on Grouping System IV N = 38 
TABLE VI ' 
Frequency Distributions on 9 Demographic Variables 
by Groups* 
Frequency Frequency 
VARIABLE L c A VARIABLE L c A 
Sex Parents' Marital 
M 2 2 2 Status 
F. HI lQ 8 ~~t. Stable 10 9 6 
Divorced or 
Social Class Separated 6 3 4 
1 & 2 3 6 3 
3 & 4 11 5 7 
5 2 1 0 Mother Living 
Yes 14 11 8 
Ordinal Position No 2 1 2 
Youngest 5 3 4 
Middle 3 2 1 
Oldest 8 7 5 Father Living 
Yes 10 8 8 
No. of Siblings No 2 1 2 
None 2 1 2 
One 4 2 3 
Two to Three 5 7 3 Religion 
Four or More 5 2 2 Protestant 6 6 5 
Catholic 8 4 4 
Marital Status Jewish 2 2 1 
Single 7 7 5 
Married 6 3 3 
Divorced or 
Separated 3 2 2 
*Based on Grouping System IV N = 38 
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Four independent discriminant function analyses were carried 
out, based on the four differ ent grouping methods previously 
described (Highest Score, Pattern Score, Resident Rating and 
Exclusive High Rank groupings). A total of 39 clinical and 
demographic variables were combined for group comparison. 
Specifically, the predictor variables consisted of the 
following : four Feeling Factor Scores (from the Feelings and 
Concerns Check List); ten Behavior Factor Scores (from the Current 
Behavior Check List); three Precipitating Events scores (from the 
Precipitating Stress Check List); twelve scores on clinical 
variables concerning type, nature and severity of the patient's 
psychiatric disorder (from the Symptom Picture Scale); and ten 
demographic factors (from the Personal Data Form) . 
In none of these multivariate analyses were significant 
differences among the subgroups found . The Wilks' Lambda Test 
results confirmed the null hypothesis of equal dispersion of sets 
of scores among groups . 
A fifth discriminant function analysis was subsequently carried 
out based on Method IV groupings (High Exclusive Rank), but omitting 
the demographic data and all non-continuous clinical variables. 
These variables were excluded for two reasons: almost all of them 
were non-continuous and discriminant function procedures are most 
suitable for continuous rather than categorical variables, and 
because the number of variables should ideally be appreciably 
smaller than the number of subjects in the total sample. 
Despite the fact that this analysis was more sensitive, the 
Wilks' Lambda Test again failed to attain significance. It was 
therefore deemed inadvisable to proceed further with this 
statistical approach. 
Analysis Based on Grinker's Groupings 
Discriminant function analyses applied to subgroups formed 
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on the basis of Bibring's theory failed to yield significant 
findings. It was decided to carry out a discriminant function 
analysis with subgroups formed on the basis of different criteria. 
Would combinations of symptoms, background and etiological factors 
differ among these new subgroups? Different scoring patterns on 
the four Feeling Factors derived through factor analysis by Grinker 
and his associates, were selected as the criteria for differentiating 
groups . 
Grinker's factors were derived from ratings of 96 depressed 
patients on 47 traits (as measured on the Feelings and Concerns 
Check List). This checklist and the factors have been discussed in 
detail previously. Briefly, the four factors consisted of Factor I, 
degree of depressive affect; Factor II, an emphasis on blaming 
others for the depression, which is conceived of as a projective 
defense; Factor III, an emphasis on guilt and making restitution seen 
as a defense; and Factor V, an emphasis on demonstrating helplessness 
and neediness, which is interpreted as a guilt-evoking defense. 
Three subgroups were derived from the total sample of 60 using 
a hierarchical grouping procedure; this procedure will be referred 
to as Grouping Method V. This techniqu~ groups subjects in a total 
of N minus 1 ways on a completely empirical basis -- based only on 
the natural clusterings of the data. 
The decision to utilize the separation of t he sample into three 
groups was based on two considerations: these groups were 
statistically the most homogeneous in that the score patterns 
were closest together, and furthermore, this grouping system 
made psychological sense. Subjects in one group had a pattern 
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of emphasis on projective defenses, were low on guilt and 
restitution defenses and relatively low on depressive affect. 
Subjects in the second group were high on all four factors, but 
particularly high on guilt and restitution and projective defenses. 
And subjects in the third group did not use projective defenses 
and showed moderately strong emphasis on guilt-evoking and 
guilt and restitutive defenses. 
When all clinical variables were combined, however, and a 
discriminant function analysis based on these groupings carried 
out, the results were not significant. 
Subjects classified according to Bibring's system were compared 
on a three by three table with subjects classified according to 
Grinker's feeling factors to determine their relationship. 
Table VII, which follows, sh~ws the frequency distribution; a 
chi square analysis failed to yield significant results. 
E. DESCRIPTION OF SAMPLE 
The following section will present frequency distributions, 
means and standard deviations of clinical and demographic variables 
that were studied. Although most of these variables did not differ 
significantly among depressive subgroups, such descriptive data 
can contribute to knowledge concerning current and changing trends 
in the backgrounds and pathology of the depressed patient. (See 
Tables VIII and IX, pp. 89 and 90.) 
TABLE VII 
Relationships of Groups Based on Bibring 
and Grinker Classifications 
GRINKER GROUPS 
Factor 
,~------------~------------~ 
Loss 
BIBRING Factor Control 
GROUPS 
Adequacy 
Pattern 1 Pattern 2 
8 3 
5 7 
3 3 
Pattern 3 
5 
0 
4 
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TABLE VIII 
Frequency Distributions of 12 Clinical Variables 
for Total Sample of 60 
I 
- · 
Clinical 
Variable Frequency Variable Frequency 
Previous None 35 Suicidal Absent 14 
Hospitali-
one 17 Behavior Thoughts 21 zations 
Two 4 Gestures 22 
Three or more 4 Serious Attempts 3 
Recent No Medical 41 
Medical Problems Onset Insidious 41 
History Recent Surgery 14 Moderate 11 
I 
I Med. Problems 5 Rapid 8 Without Surg. i 
I Course Progressively 15 I 
I General Neurotic 37 Improving 
I Psychiatric Reached Plateau 31 I Psychotic 8 I Diagnosis 12 ' Personality 13 Fluctuating 
I Disorder 
I 
Worsening 2 
Transient 2 
Pers. Dis. 
Psychomotor None 28 
.,. Retardation 
Diagnosis Depressive 35 Slight 14 
Re. Reaction Moderate 11 
Depression Psychotic 3 
Depression Prominent 10 
Manic 3 
Depressive Agitation Absent 17 
Slight 22 
Depression 19 
only Moderate 11 
Secondary Prominent 10 
Manic Not Present 42 
Symptoms Paranoid Absent 32 
Definite 7 Symptoms Moderate 23 
Possible 11 Ideas of 4 
Reference 
Degree of Slight 13 
Depressed Moderate 36 Delusions 1 Mood 
Severe 11 
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TABLE IX 
Frequency Distribution of 10 Demographic Variables 
for Total Sample of 60 
Demographic 
Variable Frequency Variable Frequency 
Sex M 13 Number of None 6 
Siblings 
F 47 One 16 
Religion Protestant 26 Two 16 
Catholic 22 Three 9 
Jewish 9 Four-Six 10 
Other 3 Seven or 3 
more 
Social Class I 5 
II 14 Mari tal Single 30 
Status 
III 23 Married 17 
IV 14 Divorced 6 
v 4 Separated 6 
Age 18-21 21 Widowed 1 
22-25 13 
Parents' Stable 40 
26-30 9 Marital 
Status Divorced 12 
31-40 10 
Separated 8 
41-50 4 
51-60 3 Mother Yes 52 
Living 
Ordinal Youngest 13 No 8 
Oldest 27 Father Yes 42 
Living 
Middle 14 No 13 
Only 6 Don't know 5 
Children 
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Some comparative statistics on certain demographic and clinical 
features of our total sample of 60 and the tota l patient population 
in the same hospital (the Massachusetts Mental Health Center), will 
be included. The data on the entire MMHC population is based on 
statistics collected in 1962, and reported by Dreeben in a doctoral 
dissertation that year. (See table X.) 
Any evaluation of the descriptive information should consider 
the fact that the Massachusetts Mental Health Center, although a 
state hospital, is usually able to select patients who are considered 
to have good prognoses for discharge within a period of several months. 
Certain descriptive features of the sample were quite striking, 
and their distinctness was confirmed when comparisons were made 
between the large overall group of in-patients and the group of 
depressed patients. There was a very unequal sex distribution among 
depressives; while the proportion of female to male patients in the 
Hospital was about equal, women constituted close to 80 per cent of 
the depressed sample. The concentration of young patients among the 
depressed sample was also notable. In the general hospital 
population, 32 per cent of the patients were between 18 and 25 years, 
while in the research sample the figure is 56 per cent. 
The distribution in regard to social class background for the 
depressive sample was striking for its emphasis on highest socio-
economic categories. Classes I and II (the upper end of the scale 
for educational and occupational achievement) made up 31 per cent 
of the research sample, although only 16 per cent for the overall 
population. 
Another -distinctive feature of the depressed sample concerns 
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TABLE X 
Comparison of Demographic Data Between Study Sample 
and General Hospital Population, in 1962, by Percentage 
I 
Sample General Sample General 
(N = 60) (N = 609) (N = 60) (N = 609) 
SEX MARITAL 
STATUS 
Male 21.6 53.2 
Female 78.4 46.8 Married 28.3 36.8 
RELIGION Single 50.0 45.6 
Protestant 43.3 28.6 Divorced 10.0 6.9 
Catholic 36.6 52.4 Separated 10.0 6.8 
Jewish 15.0 13.1 Widowed 1.7 3.9 
Other 5.1 5.9 
PREVIOUS HOS-
AGE PITALIZATIONS 
18-21 35.0 16.7 None 58.3 31 
22-25 21.7 15.8 One 28.3 24 
26-30 15.0 18.4 Two 6.7 14 
31-40 16.7 20.0 Three or more 6.7 31 
41-50 6.6 14.8 •. 
51-60 5.0 8.6 DIAGNOSIS 
60+ 0.0 5.7 Neurotic 61.6 15.6 
SOCIAL Psychotic 13.4 38.4 
CLASS 
Personality 21.7 22.7 
I and II 31.6 16.2 Disorder 
III 38.3 32.5 Transient 
Personality 3.3 4.1 
IV 23.4 10.8 Disorder 
-
v 6.7 12.2 Other or No 0.0 19.2 
Information 
Not Clas- 0.0 28.3 
sified 
psychiatric diagnosis. The majority of the sample were diagnosed 
as neurotic; this is dramatically different than diagnostic 
evaluations made on the general hospital group. Neurotics 
constituted 15 per cent of the general population, compared to 
62 per cent for the depressive sample. 
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A detailed account of the frequency distributions of the 
variables studied on the research sample follows. The sample 
consisted of 47 females and only 13 males. Of these, 25 were 
Protestant, 22 were Catholic, and 9 were Jewish. The social class 
distribution (with Class I the highest and V the lowest, using 
educational and occupational criteria) was: 5 patients in Class I, 
14 in Class II, 23 in Class III, 14 in Class IV, and 4 patients 
in Class V. 
~hile depressed patients between 18 and 60 were eligible for 
the study, only 7 \<~ere over 40. Specifically, the breakdown was: 
21 patients between 18 and 21; 13 between 22 and 25; 9 between 26 and 
30; 10 between 31 and 40; 4 between 41 and 50, and 3 patients 
between 51 and 60. 
In classifying ordinal position, any status between youngest and 
oldest was termed "middle"; our results showed 27 were oldest, 13 
were youngest, 14 were middle, and 6 were only children. Omitting 
the 6 who had no siblings, we found 16 patients had one sib, 16 had 
two, 9 had three, 10 had four to six sibs, and 3 patients had 7 or more. 
In regard to marital status of the sample, 30 patients were single 
and had never been married, 6 were divorced, 6 were separated and only 
1 was widowed. When marital status of their parents was studied, 
40 patients report a stable marriage, 12 came from divorced homes, and 
8 had separated parents. 
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Compared to 42 who had living fathers, 52 patients had mothers 
still living. Five patients reported they did not know whether 
their fathers were living. 
The majority of the sample (35) had not had previous psychiatric 
hospitalizations. Seventeen patients had one, 4 had two, and only 4 
patients had three or more former hospitalizations. 
In regard to recent medical history, 41 reported no significant 
medical problems, 14 had recently undergone surgery, and 5 had 
significant medical problems, although no surgery. ("Recent 11 refers 
to events within the past four years.) 
Distribution for type of psychiatric diagnosis strongly 
emphasized the neurotic category -- 37 patients were so classified. 
The remainder included 8 psychotics, 13 personality disorders and 
2 patients diagnosed as transient personality disorders. When specific 
type of depressive pathology was investigated, 35 patients were 
evaluated as Depressive Reactions, 3 as Psychotic Depressions, 3 as 
Manic-Depressive, and 19 patients were diagnosed as Other, which 
meant their depression was not judged to be primary. 
Distribution on clinical variables (aside from those measured 
by the Feelings and Concerns List and the Current Behavior List) 
includes rate of onset, degree of psychomotor retardation, degree 
of agitation, course of illness, severity of depressed mood, 
suicidal behavior, paranoid trends and manic symptoms. 
Most patients (41) were evaluated as having an insidious rate 
of onset (over more than 2 months), 8 had a very rapid onset of 
less than 1 week, and 11 patients a moderate one. When course of 
illness was rated, 15 patients were judged to be progressively 
improving, 31 as having reached a plateau after some improvement, 
12 were felt to be fluctuating, and only 2 patients as becoming 
worse. 
95 
Psychomotor retardation was judged to be absent for 28 patients, 
slightly present for 14, moderately present for 10, and prominently 
present in 8. More of the patients were reported as possessing 
agitation symptoms, with only 17 reported with absence of such 
symptoms. Of the remainder, 22 patients were slightly agitated, 
11 moderately and 10 prominently agitated. Paranoid symptoms were 
not present in 32 of the sample, were present in moderate degree in 
23, included ideas of reference in 4 patients, and reached 
delusional proportion in only 1. No manic symptoms were reported 
for 42; 7 patients definitely showed such symptoms, and 11 had 
possible manic symptoms. 
Evaluation of degree of depressed mood was distributed: slight 
depression for 13 patients, moderate for 36, and severe depression 
for 11 patients. Suicidal behavior did not appear as an issue for 
14 patients, 21 had had suicidal thoughts, 22 had made gestures, and 
3 patients had made serious attempts. 
CHAPTER VI 
DISCUSSION 
This study has focused on two major questions: (1) can a 
typology system based on differences in major ego aspirations derived 
from Bibring's theory be applied to depressed patients? and (2) will 
subtypes so classified show systematic differences in clinical 
and/or demographic factors that have practical or theoretical 
importance in work with depression? 
A major finding of the study is that depressed patients are 
indeed heterogeneous, in terms of their emphases on issues of loss 
or control or adequacy. As Bibring postulated, depressed patients 
separate into those emphasizing oral (loss), anal (control), and 
phallic (adequacy) ego aspirations. 
Findings thus indicate that some depressed patients are 
struggling with loss of love issues, but that others are preoccupied 
with problems around control, and that still a third type are 
chiefly struggling with issues around personal adequacy. These 
results provide substance for the view that traditional psychoanalytic 
theory was incomplete, and failed to deal adequately with the 
complexities of depression. More specifically, results tend to 
refute the long-standing premise of analytic theory that an oral 
component is predominant in depression, and that loss of love is 
usually an integral part of the depressive process. 
The second major finding of this study is that when a group 
of depressed patients is classified according to their major ego 
aspirations, certain systematic and important differences emerge 
among the groups. The most clear and significant differences 
concerned nature of precipitating event and type of defensive 
emphasis. These differences have both clinical and theoretical 
implications, and will be discussed in detail. 
A key aspect of psychoanalytic theory of depression concerns 
the nature of precipitating events. Influenced particularly by 
the work of Rado, analytic writers have agreed that the potential 
for depression lies in a personality structure which leans heavily 
on external sources for narcissistic gratification and love. In 
this context, depressive illness is believed to be triggered by 
a life event that represents loss of love or supplies. Bibring 
agreed that a precipitating event was a necessary part of the 
depressive sequence; however, he theorized that depression could be 
precipitated by events representing control or adequacy concerns, 
as well as by events representing loss issues . In his view, what 
constitutes a precipitating event for an individual can vary 
considerably in terms of psychological meaning, and can only be 
understood in the light of character-determined strivings and 
aspirations. 
On the basis of the present study, it is clear that the nature of 
the precipitating event is closely related to the patient's psychosexual 
emphasis. In other words, the type of stress that precedes the 
development of a depression is different for the three subgroups. For 
example, patients classified in the Loss subgroup, currently most 
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concerned with feelings of being unloved or abandoned, were usually 
hospitalized after some life event had taken place which represented 
loss. Such patients had experienced such events as the death of a 
parent, or a threatened separation from a mate. Patients in the 
Control subgroup, by contrast, usually had experienced situations 
that primarily appeared to involve control rather than loss issues. 
Such patients had engaged in certain kinds of sexual behavior for 
ther.i~st time, or had been physically aggressive to someone else. 
And similarly, Adequacy patients typically had experienced events 
that underlined their concern with rivalry and status. They might 
have been shown up by someone else on a job, or perceived that their 
reputation had suffered in some way. 
These findings thus demonstrate that while some people become 
depressed when they feel external supplies are no longer available, 
other depressions are precipitated by very different kinds of 
psychological experiences. Stress appears to be any situation that 
triggers the feeling of overwhelming helplessness -- either around 
loss, control or adequacy issues. 
The finding of a clear relationship between type of precipitating 
event and type of psychosexual emphasis during depression is 
potentially useful, both practically and theoretically. If the type 
of precipitant can be depended on as a guideline for understanding 
a depressed patient's underlying concerns and needs, psychotherapy 
might be more efficient. Certainly, this notion merits investigation. 
Secondly, these findings on precipitating events can contribute to an 
understanding of the relationship between premorbid character and 
depression. 
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An important aspect of analytic theory is that there is a 
predisposing character type in depression. Specifically, the 
theory states that most type~ of depression occur within a setting 
of strong oral-dependent character features. Bibring does not 
agree with this: in his view, depression can occur in any character 
setting. His theory in a sense focuses on character. His 
conceptions of the three different emphases found among depressed 
patients readily fit into descriptions of oral, anal and phallic 
character types in the psychoanalytic literature. 
~..,.--
The patient who emphasizes oral or love aspirations is depicted 
as very dependent; his key aspirations and source of self-esteem 
involve feeling loved and protected by others which assumes to 
derive from early infancy. The patient emphasizing anal or control 
aspirations is mainly focused on issues that are predominant during 
the anal-sadistic stage of development -- achieving a sense of mastery 
over drives and objects. And the patient emphasizing phallic or 
adequacy goals is focused on competitive strivings derived from the 
Oedipal situation -- he is chiefly concerned with defeating all 
rivals and gaining admiration. 
Bibring believed that precipitating events merely play into 
the stable and enduring aspects of personality structure; and that 
a patient's psychosexual orientation during a depression reflects 
his premorbid character. 
The findings of the present study that there are systematic 
consistencies between the central psychological issues involved in 
a precipitating event, and predominant psychol ogical aspirations 
during depression, tends to support Bibring's idea that character 
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factors have a key role in the depressive process. The role of 
predisposition appears more complicated than previously thought. 
Further research is indicated to investigate more fully the 
relationship between premorbid character and depressive 
psychopathology. 
The second major category of differences found to exist among 
the three subgroups involves defensive operations. The study 
investigated three general types of defenses. These included: 
1) blaming others and projection; 2) guilt and restitution; and 
3) clinging and evoking guilt. This breakdown derives from the 
work of Grinker; it also reflects the patterns of behavior frequently 
observed in clinical work with depressed patients. While not all of 
the predicted relationships were confirmed, generally, the findings 
support the hypothesis that there are systematic differences in 
the defensive patterns of depressed patients. 
Of the three, the Loss group places least emphasis on a guilt 
and restitution defense, and the greatest emphasis on clinging. 
This finding suggests that defenses used to ward off depression 
might reflect the defenses typically emphasized premorbidly, In 
other words, it would seem that defensive patterns of depressed 
patients evolve from their characteristic, pre-depressed style of 
dealing with others. 
Patients emphasizing loss of love are people who require constant 
affirmations of affection, care, and support from others. When they 
experience disequilibrium in the form of painful and incapacitating 
depression, they apparently turn to familiar techniques that are 
specifically designed to fulfill their needs. If one wants to be 
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protected and cared for, it is not surprising that one will emphasize 
helplessness and need for others. On the other hand, accepting and 
displaying helplessness might be very threatening to the individual 
who must constantly feel in control of himself and others, and these 
tactics might also frighten the patient who is concerned with 
maintaining status. 
It is puzzling that this research failed to confirm the prediction 
that the Loss group would stress a guilt-evoking defense. In fact, 
results showed that the Control subjects stressed this defense most 
strongly -- at a near-significant statistical level. One might 
speculate that it would be too risky for the Loss group to engender 
guilt, because this might arouse a good deal of resentment and 
hostility in others. It is also possible that attempts to evoke 
guilt are really efforts to control objects, so that Control subjects 
have a real need to employ this kind of maneuver. 
Originally, it was proposed that blame and projection would be 
strongest in the Control group, and a trend in this direction was 
found. It is not surprising that patients who cannot accept their 
own impulses might find it comfortable to project them. The additional 
finding that guilt-restitution defenses were emphasized by the Control 
group confirms another prediction. Control subjects, as defined, 
often experience guilt over the expression of impulses, particularly 
aggressive impulses. 
The finding that subgroups differ in respect to defensive 
operations has implications for the general issue of whether depression 
consists of two orders of phenomena: a primary experiential component 
and a secondary defensive process. This dichotomous scheme was 
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advocated by Bibring on the basis of clinical experience, and 
was independently proposed by Grinker, who used strictly empirical 
methods. This concept, if valid, might well clarify much of the 
confusion that results from the obvious differences in symptom 
picture. It is puzzling, for example, that some depressed patients 
show enormous amounts of guilt and self-reviling while others 
demonstrate no signs of guilt but display intense anger toward 
others. However, this observation is not so enigmatic when guilt 
and hostility are both seen as attempts to defend against depression. 
Because there is no reason to expect all patients to use the same 
mechanism to ward off depression, there is no reason to expect 
uniform behavior from them. 
When the relationship of groups formed according to Grinker's 
empirical basis to groups formed on the basis of Bibring's 
theoretical system was explored, no significant relationship was 
found. Actually, it was expected that groups formed by patterns 
of defensive operations would relate to groups formed by prominent 
psychosexual orientation. However, the frequencies in each cell 
in the three by three break-down were too small to be reliable. 
The relationship between the two classification systems ·should be 
carried out with a larger sample . 
The finding that no relationship exists between psychosexual 
orientation during depression and type and degree of psychopathology 
was somewhat surprising. Differences in severity of pathology, 
length of hospital stay, type of syrnptomotology, and previous 
hospitalizations were expected among groups. 
In general, it was expected that Loss (oral) patients would 
show the most serious pathology, since premorbidly they were 
assumed to have the least amount of ego strength. According to 
psychoanalytic personality theory, people in whom oral fixation 
is prominent are more primitive generally, and have fewer of the 
higher-level, more differentiated coping mechanisms in their 
repertoire. Using this reasoning, it was predicted that the Loss 
subgroup would show the greatest proneness to psychic disequilibrium 
as measured by number of previous hospitalizations, would have the 
longest period of hospital stay, and would have a higher proportion 
of severely disturbed patients (i.e., more psychotics and 
character disorders). 
Findings showed that Loss patients did indeed have significantly 
more psychiatric hospitalizations than the other subgroups of 
depressed patients. This suggests that such patients are less able 
to cope with the usual stresses of everyday living. However, there 
was no difference among subgroups in the severity of pathology as 
reflected by diagnosis; that is, each group contained approximately 
the same percentage of psychotics, neurotics and character disorders, 
And there was no difference among groups in length of hospital stay 
prior to discharge. 
It would seem, therefore, that Loss (oral) depressed patients 
do not show more severe pathology when they become depressed; 
However, they do become depressed more often. And the corollary 
of this also seems true: that phallic or adequacy type patients do 
not show lesser degree of pathology when they become depressed, 
nor do they recover more quickly. 
Generally, findings do not support the notion of differences 
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in specific symptomotology among subgroups. Although comparisons 
were made on a number of clinical variables, including rate of onset, 
course, presence of manic symptoms, severity of depressed mood, and 
suicidal features, no clear-cut differences were demonstrated. 
From the research on depression conducted by Grinker and his 
associates comes a suggestion for interpreting the lack of correlation 
between psychological factors and symptom picture. These investigators 
were puzzled when they obtained similar findings. They speculated that 
perhaps in depression, overt behavior patterns do not reflect internal 
experience. Rather, each depressed patient might have many ways of 
expressing his pathology, physiologically and interpersonally, but 
his choice of mode might be unrelated to the psychological issues in 
his depression. This, in essence, would mean that symptoms are 
irrelevant to the assessment of psychological or phenomenological 
issues f or depressed patients . 
Unfortunately, the present research did not include an investiga-
tion of the relationship between depressive type and response to 
various kinds of treatment. This would be a potentially exciting and 
important follow-up to the study. If, from t he beginning, psychotherapy 
could focus on the issues most important for a patient, such interven-
tion might well be more efficient and effective. If a therapist could 
know in advance that his depressed patient is primarily concerned with 
loss of control over aggression, rather than loss of love, he could 
structure his therapy accordingly Expectations, understanding, goals 
and techniques in work with the patient and his family could be 
modified and adapted to his type. 
No specific predictions were formulated about the Adequacy patient; 
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there is a notable paucity of clinical knowledge about these 
people. Paradoxically, this is the person wi th a good deal of 
strength; for the most part, he operates on a phallic level and 
has achieved some measure of health prior to illness. But, he is 
obviously susceptible to serious emotional disturbance. 
The finding that the Adequacy group has had more medical problems 
than others is somewhat difficult to interpret. Perhaps physical 
illness served in the past to defend against depression and perhaps, 
when successful, illness can be conceived of as a highly adaptive 
mechanism. But on the other hand physical illness usually creates 
significant intra-psychic turmoil and could have implications for loss, 
control or adequacy concerns . In other words, a sick person can 
succeed in winning external manifestations of caring and support from 
his family, can control the people around him, or can use illness to 
rationalize his failure in a competitive situation. 
Although no specific hypotheses were formulated about the 
correlation between demographic variables and depressive subtype, some 
relationship was expected . However, results indicate that the kind of 
psychological issue which concerns a particular group of patients is 
not related to per aonal background. And this finding has a wider 
implication that character type is unrelated to demographic variables, 
but more intimately linked to unique features of the child's inter-
personal relations and specific experiences. 
There is one major problem in the effort to study a great number 
of demographic factors: the variables themselves are confounded with 
one another. That is, younger patients tend to be unmarried; Jewish 
patients are more heavily represented in the upper social classes; 
older patients have more medical difficulties. In particular, age 
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obviously affects many other variables. The high proportion of 
young people in this sample, which was not by design, meant that a 
large percentage of subjects had not yet reached the stage of 
handling marriage or a career. 
It is generally agreed that the trend in American society is toward 
a dilution of ethnic, religious, and class differences, so that one 
would expect these factors to play an increasingly less important part 
in personality and/or pathology differences. Our study suggests that 
background factors only become meaningful when depressed groups are 
compared with other general diagnostic categories of hospitalized 
patients. 
Finally, it was somewhat surprising to find that age was not 
related to subgroup. One might expect that the aging process itself, 
the uncontrollable loss of functi on, would make control a prominent 
issue. However, it seems that middle- and old-age are periods in which 
loss is emphasized (as when children leave the home), and times when 
people often appraise their attainments and successes. A sample of 
older subjects would allow one to explore these factors more fully. 
Although most previous studies have combined psychological and 
symptom factors, results of the present study indicating the absence of 
a relationship between these two dimensions of depression would discredit 
attempts to draw psychological interpretations from behavioral data . 
Results also suggest that future work on depression should minimize 
demography; certainly this type of variable should not be combined with 
psychological factors. Clearly, these recommendations are supported by 
the finding that subgroups separated on the basis of psychological 
factors did not differ on symptoms or background factors. 
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In summary, the present research makes three major contributions. 
The findings add to current knowledge about the depressive process 
and the depressed patient. The general approach provides a model 
for the empirical study of psychoanalytic hypotheses about depression 
and provides a number of specially developed techniques which can be 
used by other researchers in the field. Hopefully, the design and 
special measures will help to stimulate similar kinds of exploration. 
And thirdly, the findings raise a number of psychological questions 
about depression and suggest fruitful lines of investigation. 
Examining the results as a whole, they support a multifaceted 
view of depression, and demonstrate that depressives can be 
differentiated according to the psychological-phenomenological 
factors that Bibring expounds. It is also clear that a systematic 
relationship exists between the type of event that precipitates 
depression and the individual's psychosexual orientation -- his 
emphasis on a particular psychological goal (loss, control, or 
adequacy). This finding suggests a continuity between premorbid 
character and type of depression. Results also indicate a relationship 
between psychosexual orientation and defensive emphasis during 
. 
depression. This latter finding should stimulate further research on 
types of defense in depression and their relationship to personality 
and pathology. 
Two specific measures were developed to evaluate people's 
emphasis on loss, control and adequacy -- a special scoring system 
for the open-ended TAT and a multiple-choice TAT. These measures 
are relatively easy to administer and score and can be used in other 
related studies with other types of samples. The Precipitating-
Events Checklist, with its categorization of events into loss, 
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control and adequacy types, also can be used. The conversion of 
the Feelings and Concerns measure, originally developed by the 
Grinker group, to a self-rating technique for evaluating type of 
defensive emphasis also is recommended for future researchers. 
It is hoped that the present study will serve to initiate 
a body of research aimed at empirically testing psychoanalytic 
approaches to depression and other types of pathology, and will 
stimulate controlled research on psychological-phenomenological 
factors in depression. 
CHAPTER VII 
SUMMARY 
This study represents an attempt to investigate the nature of 
depressive psychopathology within the context of psychoanalytic 
theory. It poses two major research questions: can depressed 
patients be differentiated on the basis of particular ego states 
according to Bibring's theory; and will such a classification 
system be useful clinically and theoretically? 
Bibring's theory is particularly attractive because it 
integrates classical psychoanalytic views on psychosexual development 
and character with the more recent focus on the role of the ego in 
depression. 
Bibring views depression as an ego state, elicited when a 
person perceives that his central ego aspirations (either primarily 
oral, anal, or phallic) are unattainable. Depression can occur in 
any personality context and has two aspects, a primary affective 
state and secondary defensive operations. 
Three subtypes were derived from Bibring's theory. Patients in 
the Loss (oral) group are excessively dependent on others and their 
self-esteem rests on being given affection and supplies; they are 
chiefly struggling with loss of love issues. Patients in the Control 
(anal) group are predominantly striving for a sense of mastery; 
self-esteem rests on feeling in control of impulses and objects, and 
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for them issues around control constitute the key source of 
stress. Patients in the Adequacy (phallic) group are aspiring 
to be admired, defeat rivals, and to achieve status. They are 
mainly struggling with issues around competition and prestige. 
A number of hypotheses were formulated and predictions 
derived to test two broad questions: 1) Do depressed patients fall 
into the three subtypes derived from Bibring's theory? and 2) 
What differences do such subtypes show on clinical and demographic 
variables? The following general hypotheses were investigated: 
Hypothesis 1. Depressed patients can be separated into a 
number of types each emphasizing different aspects of 
psychosexual development. 
Hypothesis 2. Aspects of psychosexual development are 
related to specific precipitating events for the 
depression itself. 
Hypothesis 3. There is a relationship between defensive 
maneuvers and personality characteristics involved in 
the depression. 
Hypothesis 4 . The degree and type of psychopathology is 
related to personality characteristics involved in the 
depression. 
In addition, comparisons of subgroups were carried out on a 
number of other clinical variables including: onset, course, severity 
of depressed mood, retardation symptoms, agitation symptoms, paranoid 
features, manic features, suicidal behavior, recent medical history, 
and specific symptom clusters. Comparisons on such demographic 
factors as age, sex, religion, social class, marital status, number 
of siblings, ordinal position, marital status of parents were also 
made. 
The sample consisted of 60 male and female patients at the 
Massachusetts Mental Health Center, diagnosed as being primarily 
-depressed or in whom depression was considered significant. The 
age range was from 18 through 60; schizophrenic and organic 
patients were excluded. 
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A number of measures were used in the study. Three of these, 
the Open-ended TAT, the Multiple Choice TAT and Residents' Ratings 
of Loss, Control and Adequacy were designed for the study, and 
used as the basis for forming subgroups. Other measures designed 
for the study were the Precipitating Stress Check List, the Symptom 
Picture Form and the Personal Data Form. Two additional measures 
used were designed by Grinker and his colleagues in their research. 
These consist of the Feelings and Concerns Check List (which measures 
defenses) and the Current Behavior Check List (which measures symptom 
clusters). 
The findings supported Hypothesis 1; depressed patients were 
shown to vary in their current psychosexual orientation. Patients 
distribute themselves so that some emphasize loss, others control, 
and still others adequacy issues. 
Hypothesis 2 was also supported. Findings showed clearly that 
a positive relationship exists between type of psychosexual orientation 
during depression and type of precipitating event . 
In regard to Hypothesis 3, findings supported a relationship 
between psychosexual orientation and type of defensive operations. 
Some of the relationships found were anticipated, others were not. 
Findings did not support Hypothesis 4, indicating that there 
is no relationship between degree and type of psychopathology and 
depressive subtype. Only one of five specific predictions derived 
from this hypothesis was supported. 
Subgroups were compared on other clinical and demographic 
variables on an exploratory basis. No significant differences 
were found. 
Examining the results as a whole, they support a multifaceted 
view of depression, and deminstrate that depressed patients can 
be differentiated according to the psychological-phenomenological 
factors that Bibring expounds. It is also clear that a systematic 
relationship exists between the type of event that precipitates 
depression and the individual's psychosexual orientation --his 
emphasis on a particular psychological goal (loss, control, or 
adequacy). This finding suggests a continuity between premorbid 
character and type of depression, which needs to be further 
researched. The findings of a relationship between psychosexual 
orientation and defensive emphasis during depression should stimulate 
further research on defenses in depression and their relationship to 
personality and symptom picture. 
It is hoped that the design and special measures used in the 
study can be used by other researchers in the field and will stimulate 
continued exploration of the depressive process. 
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CURRENT AMERICAN PSYCHIATRIC ASSOCIATION'S CLASSIFICATIONS OF 
DEPRESSIVE DISORDERS* 
PSYCHOTIC DISORDERS 
Involutional Psychotic Reaction 
In this category may be included psychotic reactions character-
ized most commonly by depression occurring in the involutional period, 
without previous history of manic depressive reaction, and usually 
in individuals of compulsive personality type. The reaction tends 
to have a prolonged course and may be manifested by worry, intract-
able insomnia, guilt, anxiety, agitation, delusional ideas, and 
somatic concerns. Some cases are characterized chiefly by depres-
sion and others chiefly by paranoid ideas. Often there are somatic 
preoccupations to a delusional degree. 
Differentiation may be most difficult from other psychotic reac-
tions with onset in the involutional period; reactions will not be 
included in this category merely because of their occurrence in this 
age group. 
Manic Depressive Reactions 
These groups comprise the psychotic reactions which fundamentally 
are marked by severe mood swings, and a tendency to remission and re-
currence. Various accessory symptoms such as illusions, delusions, and 
hallucinations may be added to the fundamental affective alteration. 
Manic depressive reaction is synonymous with the term manic de-
pressive psychosis. The reaction will be further classified into the 
appropriate one of the following types: manic, depressed, or other. 
Psychotic Depressive Reaction 
These patients are severely depressed and manifest evidence of 
gross misinterpretation of reality, including, at times, delusions and 
hallucinations. This reaction differs from the manic depressive reac-
tion, depressed type, principally in (1) absence of history of repeated 
depressions or of marked cyclothymic mood swings, (2) frequent presence 
of environmental precipitating factors. This diagnostic category will 
be used when a "reactive depression" is of such quality as to place it 
in the group of psychoses. 
*American Psychiatric Association, Diagnostic and Statistical Manual 
Mental Disorders, Washington, D. C., Amer. Psychiatric Assoc., 1952. 
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PSYCHONEUROTIC DISORDERS 
Depressive Reaction 
The anxiety in this reaction is allayed, and hence partially 
relieved, by depression and self-depreciation . The reaction is 
precipitated by a current situation, frequent l y by some loss sustained 
by the patient, and is often associated with a feeling of guilt for 
past failures or deeds. The degree of the reaction in such cases 
is dependent upon the intensity of the patient 's ambivalent feeling 
toward his loss (love, possession) as well as upon the realistic 
circumstances of the loss. 
The term is synonymous with "reactive depression" and is to be 
differentiated from the corre~ponding psychotic reaction. In this 
differentiation, points to be considered are (1) l ife history of 
patient, with special reference to mood swings (suggestive of psy-
chotic reaction), t6 the personality structure (neurotic or cyclo-
thymic) and to precipitating environmental factors and (2) absence 
of malignant symptoms (hypochondriacal preoccupation, agitation, 
delusions, particularly somatic, hallucinations, severe guilt feel -
ings, intractable insomnia, suicidal ruminations, severe psychomotor 
retardation, profound retardation of thought, stupor). 
APPENDIX B 
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APPENDIX B 
DESCRIPTION OF TAT CARDS IN OPEN-ENDED TAT SERIES* 
Card No. Description 
1 A young boy is contemplating a viol i n which rests on a table 
in front of him. 
2 Country scene: in the fo~evrnund is a young woman with books in 
her hand; in the background a man is working in the fields and an 
older woman is looking on. 
3GF A young woman is standing with downcast head, her face covered 
with her right hand. Her left arm is stretched forward against a 
wooden door. 
4 A woman is clutching the shoulders of a man whose face and body 
are averted as if he were trying to pul l away from her. 
6BM A short elderly woman stands with her back turned to a tall young 
man. The latter is looking downward wi th a perplexed expression. 
7GF An older woman is sitting on a sofa close beside a girl, speaking 
or reading to her. The girl, who holds a doll in her lap, is 
looking away. 
8BM An adolescent boy looks straight out of the picture. The barrel 
of a rifle is visible at one side, and in the background is the 
dim scene of a surgical operation, like a reverie-image. 
9GF A young woman with a magazine and a purse in her hand looks from 
behind a tree at another young woman i n a party dress running 
along a beach. 
12M A young man is lying on a couch with his eyes closed. Leaning 
over him is the gaunt form of an elderly man, his hand stretched 
out above the face of the reclining figure. 
13MF A young man is standing with downcast head buried in his arm. 
Behind him is the figure of a woman lying in bed. 
17GF A bridge over water. A female figure leans over the railing. 
In the background are tall buildings and small figures of men. 
Need Achievement Card** 
*All descriptions are from the TAT Manual by Henry A. Murray. 
**This card depicts two women in white lab coats. One is working at 
a table containing l aboratory apparatus, while the other is watching her. 
APPENDIX C 
INSTRUCTIONS FOR SCORING OPEN-ENDED TAT, 
AND SCORING FORM 
APPENDIX C 
INSTRUCTIONS FOR SCORING OPEN-ENDED TAT THEMES* 
LOSS. Loss themes focus around concern over ga1n1ng or losing 
love, protection or support, usually from objects but occasionally 
from situations. Themes in which dependency needs or supportive rela-
tions are apparent are Loss themes. Usual t hemes involve fear of 
being abandoned, rejected, separated from love objects. Themes of 
loneliness, emotional alien~tion are Loss themes. Situations such as 
the doctor-patient relationship, when the patient's need for help is 
apparent, is a Loss theme, mere mention of a relationship such as 
teacher-student is not. 
CONTROL. Control themes focus around concern over mastery or 
control of impulses, one's body and over other people. A frequent 
theme involves expressing aggressive or sexual impulses and experi-
encing conflict about this. When the act involves very great violence, 
and lack of control, such as murder or rape, the theme is ev~luated 
as Strong even if there is no overt mention of conflict. In other 
cases, the theme is rated as Moderate if there is no indication of 
conflict. Control themes also include worry about illness or aging 
or other content in which one is unable to control what is happening 
to one's body. Situations in which one person attempts to influence, 
coerce, control another are Control themes. Suicidal wishes or attempts 
are scored as a Control theme, intense when the conflict is marked or 
when the stress is on inability to cope and Moderate in other contexts. 
Being drunk or illegitimate pregnancy is scored under Control. 
ADEQUACY. Adequacy themes focus around concern over gaining the 
respect or admiration of others and doing wel l in a competitive situ-
ation. Comparing oneself to others is an Adequacy theme as are 
Rivalry concerns or worry over seeming foolish or inferior. Achieve-
ment and status goals ~d concerns are Adequacy themes; when goals are 
very high this is scored as stTong intensity. Humiliation, shame at 
revealing one's defects to others, feeling jealous, inadequate, etc., 
are Adequacy themes. 
* If two or more Moderate themes in the same category appear in the 
same story, it should be scored as 2 in intensity. 
No. LOSS 
1 Much stress on violin 
associated with lost 
love object -2-
Much sadness over 
broken violin -2-
Concern about disap-
pointing love objects 
and losing love -2-
Same themes but lesser 
emphasis -1- e.g. A 
broken violin is men-
tioned but no upset 
about it or the fact 
that the violin was 
given by grandfather 
now dead is mentioned 
briefly 
2 2 Emphasis is on 
sadness at separating 
from love objects 
2 Fear of death or 
illness of love 
objects 
2 Stress on great 
emotional alienation 
1 Moderate sadness 
over leaving family as 
to go to college 
1 Need of help to get 
job done 
CONTROL 
2 Emphasis on being 
forced to play agai nst 
his will 
2 Stress on his anger 
and resentment about 
demand to practice 
2 Stress on punishment 
for non-compliance 
2 Guilt over breaking 
of violin in anger 
1 Moderate frustration 
about having to 
practice 
2 Stress is on con-
flic~ with attempt 
to coerce 
2 Emphasis on anger 
and resulting guilt 
1 Moderate attempt to 
persuade others 
12 .0 
ADEQUACY 
2 Stress on high aspi-
rations such as fam-
ous concert violin-
ist 
2 Much stress on ambi-
tion and feelings of 
inadequacy to achieve 
it 
1 Wanting to play well 
1 Some concern with 
inadequacy 
1 Wanting to have 
others be impressed 
2 Main theme is riv-
alry or jealousy be-
tween 2 figures 
2 Emphasis on high 
aspiration goals 
2 Stress on surpassing 
others, having more 
education, etc. 
1 Moderate kind of 
desire for education, 
etc. 
1 Some mention of com-
petition but not em-
phasized, e.g. females 
both like the male, but 
no strong emotional 
reactions depicted 
No. LOSS 
3GF 2- Grief or fear 
over loss of love 
-object 
2- Great emphasis on 
being lonely, lack-
ing necessary emo-
tional ties 
!-Feeling lonely but 
not so much despair 
here 
1-Loss of an object 
where the loss is not 
presented as of great 
importance 
2-Desperate need of 
help from supporting 
figure depicted 
1-Need for help from 
psychiatrist or doc-
tor, etc., stated 
4 2- Major theme in-
volving separation 
from or being re-
jected by love ob-
ject; stress is on 
painful nature of 
separation 
1-Mention of fare-
well scene but no em-
phasis on sadness, 
e.g. man is going off 
for 2 weeks Army Re-
serve training 
CONTROL 
2 Committing of an ag-
gressive or sexual or 
! mpuisiveoact with r e-
sultant guilt and 
remorse 
2 Great stress on 
dominance-submission 
issue, e.g. someone 
who has controlled t he 
will of another; mas-
ter-slave or guard-
prisoner relation 
2 Stress on concern 
over ageing or illness 
1 Same type of themes 
but with much less 
emphasis 
2 Act of great vio-
lence occurred 
2 Stress on being im-
prisoned, helpless 
2 Torture situation 
2 Guilt or remorse be-
ing expressed because 
impulsive acting out 
2 Major theme involves 
one person trying to 
coerce another 
2 Act of great violence 
referred to 
1 Aggressive intent but 
no guilt around it 
1 One person trying to 
Persuade other to lesse 
extent and less impor-
tant to characters than 
in 2 response 
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ADEQUACY 
2 Concern over loss 
of status or respect 
or reputation 
2 Emphasis on being 
seen as inferior or a 
failure 
2 Strong emphasis on 
jealousy or a ,competi-
tive struggle 
1 Lesser mention of 
rivalry situation as 
e.g. one's friend being 
asked to a party while 
she hasn't 
1 Mention of the feeling 
that she hasn't done as 
well as she should have, 
but not as major theme 
2-Major emphasis is on 
romantic triangle with 
much jealousy 
2 Adultery theme 
2 Emphasis is on one char-
acter needing to establish 
his honor, reacting to a 
feeling of having been made 
ridiculous, a fool 
1 Mention of rivalry but 
not main theme and not 
stressed 
1 Achievement motivation is 
mentioned 
2 Emphasis is on being very 
inadequate in some area 
No. LOSS 
6BM 2 Receiving news of 
death, injury, ill-
ness etc. of love 
object 
2 Impending separa-
tion and sadness 
and concern 
1 Some change in re-
lationship toward 
less closeness 
1 Impending separa-
tion but matter-of-
fact attitude 
7GF 2 Stress is on lack 
of love, care, support 
between figures 
2 
2 Hearing bad news of 
loss of love object 
1 Feelings of loneli-
ness, lack of suffi-
cient closeness 
CONTROL 
2 Attempts, usually by 
female, to control, 
coerce, dominate 
2 Stress on sexual or 
aggressive acting out 
and confession, guilt, 
etc. 
1 Conflict, e.g. argue 
but no guilt 
1 Lesser stress on 
attempt to persuade 
2 (As with violin on 1) 
stress on being coerced 
or forced 
2 Stress on resentment 
or fear of punishment 
2 Stress on having to 
submit 
1 Frustration and les-
ser resentment about de-
mands 
1 Moderate conflict 
between figures 
2 Stress on hostility in 
fantasy or reality and 
upset over this 
1 Illegitimate baby 
12 .8 
ADEQUACY 
2 Stress on triangle 
and having to make a 
choice -- rivalry 
2 Stress on jealousy 
2 Stress on achieve-
ment 
1 Lesser stress on 
achievement or tri-
angles 
2 Stress on high 
achievement aspirations 
2 Stress on inferi-
ority feelings 
1 More moderate ver-
sions of above 
No. LOSS 
~GF 2 Drowning, death, 
danger involving 
love object 
2 Being rejected 
1 Reunion with love 
object 
1 Needing help be-
cause of accident, 
etc. 
12M 2 Emphasis on separa-
tion between figures 
and sadness 
2 Fear of death of re-
clining figure, seri-
ous illness, etc. 
2 Real emphasis on 
the need for help, 
care, support from 
older male as a doc-
tor, parent, etc. 
1 More casual tempo-
rary separation 
1 More moderate men-
tion of need of help 
and dependent rela-
tionship 
CONTROL 
2 Aggressive or sexual 
act and gui 1 t 
2 Emphasis on one per -
son trying to force, 
control other 
1 Argument, conflict 
without guilt 
1 Storms, etc. 
1 More moderate attempt 
to influence someone 
1 Aggressive or sexual 
act has been witnessed 
or threatened--fear but 
no guilt or conflict 
2 Stress on one person 
controlling the other 
as hypnosis for sinis -
ter purposes 
2 Stress on dominant-
submissive relation-
ship as prisoner-
jailer one 
2 Death of identifica-
tion figure 
1 Hypnosis scene as f or 
entertainment 
1 Hypnosis by doctor 
1 Sickness of identifi-
cation figure 
1 Anger 
2 Extreme discharge of 
impulses--murderous 
rage 
129. 
ADEQUACY 
2 Major emphasis is on 
romantic rivalry, 
jealousy 
2 Stress is on competi-
tion between figures 
2 Major stress on feeling 
one has been made a fool 
of, been humiliated 
1 Lesser stress on above 
- - females being interested 
in dating same man 
1 Mention but not major 
emphasis on competit i on 
between females i n any 
way 
2 Bringing i n of third 
unseen figure and stress 
on rivalry 
2 Stress on aspiration 
1 Lesser forms of above 
No. LOSS 
13MF ~ Fear of or actual 
death or serious ill-
ness of love object 
2 Stress on separa-
tion or rejection 
1 Illness--not 
serious 
17GF 2 Stress on loneli-
ness to the point 
of suicidal ideas 
2 Loss of love object 
2 Stress on strong 
need for help and 
care 
1 Lesser feelings of 
being lonely, need-
ing support 
CONTROL 
2 Sexual or aggressive 
wish or deed with 
resultant guilt 
2 Murder or rape 
2 Stress on dominance-
submission relation-
ship with female being 
helpless, under power , 
prisoner, etc. of male 
1 Mention of sexual act 
such as visit to pros-
titute but no upset 
1 Crime such as robbery 
2 Conflict over loss of 
control through suicide 
2 Guilt for "wrong-
doing" 
2 Worry about illness , 
ageing 
2 Stress on dominance 
--as seeing slaves, 
prisoners 
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ADEQUACY 
2 Stress on man's con-
cern about his honor or 
reputation--e.g. he may 
be worried that he'll 
be found out to visit 
a prostitute 
2 Triangle and one per-
son rejected for another 
1 Adultery but not main 
theme 
2 Stress on sexual 
inadequacy 
1 Moderate appearance of 
inadequacy, jealousy 
2 Stress on jealousy, 
los i ng out in rivalry 
situation 
2 Stress on feeling 
shamed, inferior 
1 Lesser versions of 
these 
1 Some mention of domi --· ;·· -:-- ·; 
nance-submission rela- . 
tionship 
No. LOSS 
AI 2 Stress on feeling 
unloved, lonely, in 
need of support 
1 Mention of loneli-
ness, need for help, 
longing for love, etc. 
8BM 2 Stress is on pos-
sible loss of love 
object 
2 Memories of dead 
love object 
1 Need for help from 
doctor is mentioned 
2 Dependency upon 
doctor is greatly 
stressed 
1 Some slight concern 
about outcome of 
operation 
CONTROL 
2 Stress on a power re-
lationship where one 
person controls and 
dominates another 
2 Conflict, anger and 
guilt over aggression 
2 Great resentment 
about demands made on 
oae 
1 More moderate ment i on 
of annoyance at demands 
1 Friction but no gui lt 
1 Testing for serious 
illness 
1 Supervisor-student re-
lationship stressed 
2 Stress on submissive 
and dominant relation-
ship where one person 
is under the control of 
another against his 
will 
2 Torture themes--sado-
masochistic themes 
2 Stress is on aggres -
sive act and guilt over 
it, e.g. one person shot 
another in hunting ac-
cident and feels re-
sponsible 
2 Person imagining his 
own surgery and being 
very concerned about 
outcome 
1 Em~hasis on primitive 
conditions of medicine 
in past and how painful 
it was for patient 
2 Deliberate attempt to 
kill 
1 Accidental shooting 
treated without guilt 
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ADEQUACY 
2 Stress on high 
achievement aims 
2 Stress on status 
1 Ambition present but 
on lower order 
1 Some concern over 
ability to measure up 
1 Envy of one person 
toward another 
2 Much stress on jea-
lousy, envy 
2 Stress is on aspira-
tions, as to be a 
famous surgeon 
1 Lesser degree of 
ambition expressed 
1 Concern about one's 
adequacy to achieve 
ambitions 
132 
Open-Ended TAT Scoring Sheet 
Name No. 
------
Card # Loss Contr ol Adequacy 
1 
2 
3GF 
4 
6BM 
7GF 
9GF 
12M 
13MF 
17GF 
A2 
8BM 
Total 
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APPENDIX D 
DESCRIPTION OF TAT CARDS IN MULTIPLE-CHOICE TAT* 
Card No. Description 
1 A young boy is contemplating a violin which rests on a table 
in front of him. 
2 Country scene: in the foreground is a young woman with books 
in her hand; in the background a man is working in the fields 
and an older woman is looking on. 
A woman is clutching the shoulders of a man whose face and 
body are averted as if he were trying to pull away from her. 
5 A middle-aged woman is standing on the threshold of a half-
opened door looking into a room. 
6BM A short elderly woman stands with her back turned to a tall 
young man. The latter is looking downward with a perplexed 
expression. 
7GF An older woman is sitting on a sofa close beside a girl, 
speaking or reading to her. The girl, who holds a doll in her 
lap, is looking away. 
7BM A gray-haired man is looking at a younger man who is sullenly 
staring into space. 
9GF A young woman with a magazine and a purse in her hand looks 
from behind a tree at another young woman in a party dress 
running along a beach. 
14 The silhouette of a man (or woman) against a bright window. 
The rest of the picture is totally black. 
17GF A bridge over water. A female figure leans over the railing. 
In the background are tall buildings and small figures of men. 
13MF A young man is standing with downcast head buried in his arm. 
Behind him is the figure of a woman lying in bed. 
138 A little boy is sitting on the doorstep of a log cabin. 
*All descriptions are from the TAT Manual by Henry A. Murray. 
APPENDIX E 
MULTIPLE CHOICE TAT, AND SCORING SHEET 
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;;ultiple Choice TAT 
f·Jame No. Date 
For each picture you see , t he re are 3 possib i l~ sto r ies. Put a l in f ront 
of the sentence that bes t des cr i bes what i s happen ing . Pu t a 2 i n f ront 
of t he sentence tha t next bes t te lls what is happe ning . 
CARD NO . 1 
L A. This boy is sadly thinking about his father who 
gave h im th i s violin shortly before he died. 
tl B. Th is boy is prepar ing for an impor t ant musical 
compe tition which he wants cie sperate ly t o win . 
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C C. Th i s boy wants to be a good violin i st but is worried 
that he does not have the pat ience to study hard. 
CARD NO. 2 
C A. Th is gi rl has just had an ar s umen t with her parents 
about go ing to school and feels ba0 over the angry 
things she has said. 
tJ B. This girl wants very much to get an education so 
she can have a better life than her mother . 
L- C. This gi rl i s sad because she i s about to leave 
he r parents to go away to coll e9e in the city. 
13~ 
CARD ~lO . L~ 
L A. This woman is begging her husban d not to leave her 
alone when he goes on a bus iness tri p. 
A B. This woman i s hurt because her husband has just made 
a ve ry degradi ng comment about her . 
c. c. Th is woman i s upset because she cunnot prevent her 
husband from getting into a fist f ight with another 
man. 
CARD NO . 5 
C.. A. This woman is checking up on her daughter to see if 
she has cleaned the house as she was told to do. 
L B. This woman has just returne d and i s upse t when she 
fi nds that no one i s home . 
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A c. This wom<:ln i s having her husban cl 1 s parents for d inner 
and is afr a id her cooking will not be as good as her 
mother-in-law' s . 
CARD NO. 68M 
__ L_ A. She i s tell i ng him th<:lt h i s wife has been k i lled in 
an automobile accident . 
c. B. He j s te 11 i ng his mother to stop ·i: ry i ng to ruin his 
1 i fe anC: te 11 him who to marry. 
A c. He is te 11 ing his mother tha ·i: he i s sick and tired 
of com i ng last in the family and never be ing appreciated . 
A. 
L B. 
c. 
CARD NO . 7GF 
This girl feels sad becasue her mother is telling her 
how much better her sister's school marks are than he rs. 
Th i s girl feel s sad and rejected because her mother 
would ra t her read than play with he r . 
This girl i s angry at her mothe r for not lett i ng her 
go out and feels like smash i ng her doll on the fl~or. 
CARD NO. 7BM 
L A. The young man i s being told that his mother is 
the hospital with a seriou s heart at t ack. 
c B. The young man is asking t he doctor whether he 
cancer as he suspects . 
A C. The young man i s finding out that he was badly 
beaten ir. the election for mayor . 
CARD NO. 9GF 
in 
has 
1\ A. This woman i s upset because she feels her sister is 
more popu lar than she and has more friends . She 
feels her sister always steals the show fr om her. 
C B. This woman i s upset because she dislikes her sister 
i ntensely and i s afraid she 1 11 blow up and tell her 
off. 
L C. This woma r, i s upset because she -!-eels her sister 
docsn 1 t rea ll y care for her or want to help her 
with her prob lems . 
1~:1 
CARD NO . 14· 
( A. He is a professi onal bQllplayer whc is afraid he has 
l ost his Qbil ity t o play well because of age. 
L_ B. He i s homesick and scared now that he has left home 
and taken a job in the city. 
1\ C. Th i s young man is thinking that e ve ry time he compe tes 
with anyone he loses out, like today when the boss 
picked someone else for the promotion . 
CARD NO . l7GF 
--~L_~ A. Thi.s woman is very sad as she visits the spot where 
her only child drowned a few months ago . 
--~~~ B. She has just pushed her friend off the bridge during 
a furious argument and is screaming fo r someone t o 
rescue the friend. 
~ C. This woman is lookihg at her reflecti on in the water --~~ 
and wishing she had lots of boyfri ends like her sister . 
CARD NO. 13MF 
c. A. T~is man is very unhappy because he forced himself 
upon his girlfriend sexually ~nd feels guilty. 
A B. This man feels very unhappy because his girlfriend 
made fun of him as a lover. 
L c. This man is very unhappy because his wife is terribly 
i 11 and he thinks she will die. 
CAI\0 NO. , 13 B 
~ A. This boy feels bad and has just run home from school 
where his teacher made him look foolfsh in fr011rt of 
the whole class. 
L_ B. This boy feels very alone and sad because his parents 
are dead and he has to live in an orphanage. 
C C. This boy feels bod because he is missing oui on 
playing in a big baseball game while hfs parents keep 
him home as a punishment. 
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Multiple Choice Scor ing Sheet 
Name No. 
-----------------
Card # L c A 
1 
I 
2 
L,c 
5 
6BM 
7GF I I 
I 
7BM 
9GF 
1 L;. I 
17GF 
13MF 
' 
138 
To t al 
I 
APPENDIX F 
RESIDENTS' RATING FORM 
Resident Patient D "-------------------~ a~ 
PSYCHIATRIC RATINGS OF LOSS, CONTROL AND ADEQUACY TYPES 
LOSS EMPHASIS: 
The patient whose depressed affect focuses primarily around Loss 
issues has always h ad very strong needs for dependent interpersonal 
rela tionships . There is a ve r y strong need to be taken care of, to get 
affection, to get supplies and to lean on others. Helplessness revolves 
ar ound the perceived threat or actual loss of an ex t erna l object or 
situation which has been a sourc e of love and supplies. Self-es teem is 
tied up with feeling loved; the perception of having been ab andoned or 
rejected is the usual precipitating event. 
To what degre e does the patient app roach the typical Los s Emphasis 
~atient as defined abo ve? 
l Not at all 
2 Barely 
3 Somewhat 
4 Moderately 
5 Very much 
6 Markedly 
7 Patient is typical of descript i on 
148 . 
CONTROL EMPHASIS: 
The patient whose depressed affect focuses primarily around Control 
issues has very strong needs to feel mastery and control over his impulses, 
his body and over others. Often there is a good deal of guilt around the 
threat of or perceived loss of control over aggressive impulses. Help-
lessness is related to such events as aging or illness, in which the 
patient feels he has no control, to the feeling that other people refuse 
to comply with one's wishes or to the feeling that one has been controlled 
by one's impulses. Self-esteem is tied up with feeling strong enough to 
be in control. 
To what degree does the patient approach the typical Control Emphasis 
patient as defined above? 
1 Not at all 
2 Barely 
3 Somewhat 
~ Moderately 
5 Very much 
6 Markedly 
7 Patient is typical of description 
149 
ADEQUACY EMPHASIS: 
The patient whose depressed affect focus e s primarily around Adequacy 
issues ha s very s t rong needs for the respect and admiration of others. 
He is continually comparing h imself wi th other s and very concerned with 
winning out in competit ive situations. He is therefore very concerned with 
being inferior, coming out second best or worst and looking foolish in the 
eyes of others . Self- esteem i s tied up wi th be ing the cent er of attention, 
comparing oneself favorably with others and ga ining prestige. Helplessness 
is re l ated to the perceived threa t or ac tual ex perience of being defeated 
or ridiculed for one's sho r t comi ngs . 
To what degree does the patient approach the t ypical Adequac y Emphasis 
patient as defined above . 
1 Not at all 
2 Barely 
3 Somewhat 
~ Moderately 
5 Very much 
6 Markedly 
7 Patient is typical of descript i on 
• 
APPENDIX G 
FEELINGS AND CONCERNS CHECK LIST 
AND SCORING SYSTEM 
l.Sl 
FEELINGS ~ND CONCERNS CH ECK LIST 
Patient 1 s Name Pati ent's # 
------------------------------------
------------------
Each of the t ra its below should be rated in one of the 
four c olumns: 
l. 
2. 
0- Not present·:::in thiS patwt. 
Pres ent to: 
l - Slight extent 
2 - Modera te extent 
3 - Marked ex tent 
My feelings are dominated by sadness and blueness. 
I feel I have brought my illness on myself. 
0 1 2 3 
3. I feel that my illness would be relieved if I 
solve such 11 ma ter ial 11 proglems as money, job , 
housing, etc. 
I i i I could I ; H~----i-~ 
5. 
I am concerned with mak ing up the wrongs I h ave 
done to others. 
I feel quite envious of others. 
6. I am very concerned aoout the we lfard of my family 
and friends. 
7. I am very concerned with material loss such as 
money, property, etc. 
8 . I feel unable to mak e decisions. 
9 . I feel guilty for not assuming my family or my job 
responsibilities . 
10. I feel burdened by the demands of others. 
11. I feel I am unloved . 
12. I want to cry a lot of the time. 
13. I feel a lot of my illness was caused by too much 
family and/or job responsibility. 
1~. I experience many feelings of shame. 
l : ·~ I 
I 
I I 
i ! 
I I I 
I I 
-tt-l i l 
' 
I -f 
I 
, 
_j 
I 
I . , 
I l I 
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FEELINGS AND CONCERNS LIST (Cont'd) Page 2. 
0 2 3 
1 s. l am very concerned with suffering I've caused 
to others. 
16. feel optimistic about the future. 
17. fee 1 l am being brave in bearing my troubles, 
18. feel very lonely. 
19. often feel gu i 1 ty. 
Factor 
= 
II • 
I II = 
v = 
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Factor Scores on Feelinqs and Concerns List 
Factor I Factor II Factor Ill Factor v 
----
Item# 1. 3. 2. 5. 
8. ]. 4. 17. 
11. 10. 6. 18. 
12. 13. 9. 
Total 17-
14. 14. + ]'ie tw\ s (\ ~e-1- ( 
Total P- \0 } Oi' ,'l .... f 0....., 16 . 15. fc."\vft' $c; \"'{ 
'l 
~~ 19. Total 
Total ~ 
Total 
Grand 
Total lY 
APPENDIX H 
PRECIPITATING STRESS CHECK LIST 
AND SCORING SYSTEM 
• ; j ' 
Lf) 
Lf) 
.-4 
NATURE OF PERCIPATING STRESS 
INSTRUCTIONS: We would like you to indicate significant events in the patient's life situations 
which occurred preceding hospitalization and which may have constituted precipating stress. 
We also would like a judgment about the importance of the event in the development of the 
present illness. Write a 1 if event is seen as being of some but not major importance, and a 2 
if you judge it has been of major importance. ---- · 
L 
c 
Item 
1. neath of immediate family member 
2. Loss of function through aging e.g. 
menopause, loss of sexual vigor. 
L. 3. Temporary separation from important 
object. 
C 4. Undergoing of surgery. 
A 5. Blow to financial status 
L 6. Serious illness of immediate family member 
C 7. PPrforming of a physically aggressive act . 
L 8. Move to new residence location (loss of 
situational support) 
A 9. Successful achievement by some important 
object (not self) 
L 10. Death of important love object {non-family) 
C 11. Loss of body image through weight gain, 
heir tu ~ning white, etc . 
\ 
·' · 
Specification When Importance 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10 . 
11. 
"· 
co 
L/') 
r-4 12. L 
A 13. 
c 14. 
L 15. 
A 16. 
L li. 
c 18. 
L 19. 
c 20. 
A 21. 
c. 22. 
L. 23. 
c 24. 
A' 25. 
; 
c 26 
I t e:.n 
Pregnancy ending in miscarriage or stjll b irth. 
Makes fool of self in important sit uation 
Participates in new type of sexual experience 
Threatened separation from inportant object 
Retirement from job 
Loss of child through h i s leaving home 
Participant in accident involving other (s) 
Serious illness of important love object 
Participates in socially unacceptable 
sexual experience. 
Disappointment in one's work s i tuation 
(e.g. no ra i se, loses job) 
Experienced overt hostility from important 
person 
Indefinite separation from important 
object (e.g. divorce) 
Increased responsibility and power (e.g. job 
promotion) 
Has mis ~eed or jncompetent performance 
exposef 
Experi\Lr'\l:..<:tct s ignificant i ncre Clsed dif (:.j cul J.:y 
~- -fi. .l"'\ AVI.G...,~\1'\'t ~ .:-:1il~ 
Speci fica t ion When I mpo1· t ance 
12. 
13 
14 . 
15. 
16 
17 . 
18. 
19 ~ 
20 . 
21. 
22 . 
23. 
24. 
25 . 
- r:. 
I . .) • 
1'--
Ln 
r-4 Item 
L 27. Change in relationship with important person 
in the direction of estrangement. 
C 28. Concerns about aging 
A 29. Losing out in competitively-seen situation 
C 30. Moves from a physical setting of much 
external control to much freer one (e.g. 
leaves college dorm to live in own apartment) 
c 31. Sexual approach to important person 
c 32. Expresses overt hostility to another 
(non-physical) 
c 33. Actual experience of physical disability 
through illness 
34. Other 
35. No discernable events 
Specification When Importance 
27. 
28. 
29. 
30. 
31. 
32. 
33. 
34. 
35. 
15.$ 
PRECIPITATING STRESS SCORES 
LOSS CONTROL ADEQUACY 
Item # Score Item # Score Item # Score 
], ...... . 2 ...... . s ....... . 
3 ...... . 4 ...... . 9 .. ... .. . 
6 ...... . 7 ...... . 13 ....... . 
8 ...... . 11 ... .. . . 16 . ...... . 
10 .. \. ... . J lf ...... . 21 ....... . 
12 ... ... . 18 ...... . 25 ....... . 
15 ...... . 20 ...... . 29 ..... . . . 
17 ...... . 22 ...... . 
19 ...... . 24 ...... . TOTAL ........ . 
23 ...... . 26 ...... . 
27 ...... . 28 ...... . 
30 ...... . 
TOTAL ......... . 31 ...... . 
32 ...... . 
33 ...... . 
TOTAL ....... . 
APPENDIX I 
CURRENT BEHAVIOR CHECK LIST 
AND SCORING SYSTEM 
CURRENT BEHAVIOR CHECK LIST 
Patient # 
On the following list please indicate whether each statement is to be 
answered "Yes" or "No" for this patient and check the appropriate column. 
Please answer all items using the list. 
Patient's Name Date Nurse 
---------------------------
-------------- ----------------
AFFECTIVE BEHAVIOR 
l. Complains of being sad and blue ... . ..... . .......... 7 
2. Complains of boredom ............ .......... ......... 8 
3. Cries (lacrimation) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9 
4. Sobs (no lacrimation) . .. ............. ..... . . ....... 10 
5. Restless (has difficulty in remaining still) .. . .. .. ll 
6 . Reports feeling cheerful ... ... . ............ .. ... .. . l? 
7. Complains of having b~en provoked or of becoming 
angry ..................... . .......... .... . . ........ 13 
8. Complains of being suspicious of staff or other 
patients .... . . ............... .... ...... ... ......... 14 
9. Complains of being anxious ...... ... . ..... . ........ . 15 
10. Overtly anxious (shows any of these: widened 
palpebral fissure, dilated pupils, moist palms , 
tremor, tense facial musculature) ........ .... . ..... 16 
ll. Shows evidence of humor (responds appropriately 
to humorous situations and/ or can make other 
people laugh) .............. .... ... . .. . .. . ..... ..... 17 
12. Composed .. . ...... .... .. . ......... . . . ... .... . .... . .. 18 
13. Provokes anger in staff or patients ........ . ..... .. 19 
14. Witty and charming . . . . ..... ........... ............. 20 
15. Unconvincing gaiety .. ............. ....... ....... ... ?l 
Yes No 
1----------1---------1 
COGNITIVE BEHAVIOR 
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Yes No 
16 . Memory is good .. .......... . ........................ 22 ~------+-------~ 
17 . Impairment of recent memory ...... . .......... .. ..... 23 ~------+-------,_ 
18 . Impairment of remote memory ................. . ... ... 24 ~-------~-------t 
19. States he (she) is confused ...................... .. 25 I----------+-------~ 
20. Cannot concentrate ................................. 26 r--------~-------l 
21. Thought processes are slow and retarded ............ 27 I----------+-------~ 
22. Limited and repetitive thought content ............. 28 l-----------~-------l 
GASTROINTESTINAL 
23. Appetite poor ............................ . ......... ?9 ~------4--------l 
24. Nauseated .......................................... 30 ~-------1--------; 
25 . Is constipated (since onset of illness) . . . . . . ...... 31 l-----------~-------l 
26 . Shows bloating and belching ........................ 32 ~-------r-------l 
GENITOURINARY 
27. Shows little or no interest in opposite sex .. . ..... 33 
1---------~-------1 
DERMATOLOGI CAL 
28. Has excessively dry skin ..................... . ..... 34 
~-------~------~ 
29. Has dry hair and scalp; difficulty in combing ~air.35 l---------~-------l 
I 
30. Sweating increased ....... . ................... . ..... 36 I---------~------~ 
SLEEP BEHAVIOR 
31. Di f ficul t y in getting to sleep ..................... 37 ~------,_------~ 
32 . \ ·~akefulness during the night .. . ............ ..... ... 38 
~-------t--------1 
33 . Wakes very early in the morning .................... 39 
·----------~------~ 
162 
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Yes No 
34 . Requir e d sedation for sleep after the first 48 hours 
of hospitalization .. . .. .. .. .. ............. .. .. ..... 40 
'r 
35. Sleeps during the day .......... . .... . ... . .... ...... 41 
II 
~ 
PSYCHOMOTOR BEHAVIOR 
36. Ga i t and general behavior slow and ret arded ...... . . 47 
3 7. Paces floor ..... ... ....... . . .......... . . . .... ..... . L~3 
38. \'! rings hands .. ...... . . . ..... . ....... .. .. .. ........ . 4 4 
39. Sits alone very quietly ......... ... . ............... LIS I 
40. Stays in bed much of the time . . .... ...... . ......... li6 
41. Cha nges tasks fre quently . .. ... . . . .. ...... . ......... 4 7 I 
42 . Has flat, masklike face ..... .. . .. . . ............... . 48 
43 . Picks at self or clothing .... ... . . . . . .. . ..... .. ... . 49 
44 . Holds self stiff and r igid . . ....... . .. .. . ....... ... 50 
45 . Is easily distractable . ......... .. .... . ........... . 51 
46 . Tremulous ......... ..... ................ .. ... . ..... . . 52 
SPEECH 
47. Volume of voice decreased .. . ....... . . . .. . . . .. .. .. . . 53 
48. Slurred and mumbled .. . ....... . .......... . .... ... ... 54 
49. Slowed and re t arded .. .. . . ...... .. ............. . ... . 55 
50. Rapid and accelerated . . . ... . . ...................... 56 
51. Sighs . . . .. ............ . .... ..... . .. ......... ... . . .. 57 
HEAD AND SENSE ORGANS 
5 2 . Has headaches .. .... . . ... ... . .................. .. ... 58 
53. Complains of troubles with eyes ... . ...... . ......... 59 
los 
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Yes No 
54. Especially sensitive to noise ............ ...... .... 60 I----------~--------~ 
55. Dizzy spells ....... ... ..... · ................... ..... 61
1 
____ -l------t 
Cl\RE OF SELF 
56. Clean and neat ................................. .... 7 l----------f---------l 
57. Pays attention to grooming ..... .. ... . .............. 8 
COMMUNICATIVE BEHAVIOR 
58. Communicates easily and well ....................... 9 
1----------1----------f 
59 . Communicates with staff ............................ 10 1-----r-----t 
60. Communicates with other patients . ......... ......... ll 
1----------·1----------t 
61. Makes excessive demands .............. ....... ....... 12 l----------r---------f 
62. Clinging ............ .... ............... . .. . ........ 13 
1----------r---------1 
63. Requests center around medication or physical 
treatments ................................... . ... .. 14 l----------·l----------l 
64. Complains frequently of somatic symptoms ..... .. .... 15 1------1------1 
65. Enters into activity with group on unit ............ 16 
1----------·1----------1 
66. Isolated and wi thdrmvn ............ . .. .. ...... . .. . .. 17 
1 
__________ 
1 
________ 
1 
67. Prefers to remain by him (her) self ................ 18 
68. Follows others' suggestions passively 
( "goes along 11 ) ••• •••••• •• •••• ••• • • •••••• • • • •••••••• l 9 
69. Complains constantly ubout ho s pital , stuff, food, 
etc .. .. ...... ........ ............... ..... . .... . . .. . ?Q 
70. Seems pleased by facilities and care in the 
hospital ............. .... ........................ . . 21 
1---------~--------1 
71. Expresses appreciation for care and interest of 
staff ...... . . . ..... . ................... . .......... . 22 
1----------·1----------1 
72. Becomes part of a small clique ...... .. ........... .. 23 
·----------·--------~ 
73. Feels more comfortable after hospitalization ....... 24 
74. Feels less comfort able after hospitalization . ...... ?S . 
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Yes No 
1--------~1---------f 
75. 1\cts ingratiatingly 1vi th s t aff .................... . ?6 l------1-----t-
76. Tries to 11 do goodH for othf'r p atients an cl to help 
the staff with their work .............. .... . .. ..... ?7 
77 . Seems alert and responsive ......................... 28 
78. Relates in a distant and guarded manne r ............ 29 
79. Communicates with men ...... .. ........ ... .... .... . .. 30 
80. Communicates with women ... . ................ . ....... 31 
GENERAL BEHAVIOR 
81. Response to similar situations varies ....... .... ... 32 
82. Expresses need for help ...... . ..................... 33 
83. Approaches other people as a source of help . ....... 34 
PHYSICAL EXAMINATION 
84. Physical examination is essentially negative ....... 35 
If the answer to question 84 is no please list 
below the significant physical findings. 
1-----+------1-
r-----+-----1 
r-----~-----~ 
r-----r-----4· 
r-----r-----~ 
1-----1------1 
Factor 
Yes No 
40 2 
66 60 
67 65 
72 
79 
Total = 
Factor 4 
Yes No 
13 70 
50 71 
61 
69 
81 
Factor 7 
Yes 
l 
9 
10 
46 
82 
83 Total • 
Factor 10 
70 
71 
75 
76 
Total = 
Factor Scores on Current Behavior List 
Factor 2 Factor 3 
Yes No Yes No 
21 56 27 6 
42 57 36 7 
lf8 58 39 14 
49 77 47 15 
Total = Total = 
Factor 5 Factor 6 
Yes Yes ~ 
8 17 16 
25 18 
43 19 
53 20 
54 22 
55 Total = Total= 
64 
Factor 8 Factor 9 
Yes No Yes No 
Lf2 5 28 84 
L}Lf 52 29 
59 41 
80 53 
Total = Total = 
APPENDIX J 
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SYMPTOM PICTURE SCALE 
Patient's Name Date 
No. 
l 
2 
3 
4 
5 
6 
7 
----------------------------------- ------------------------------
Item Code for Scoring 
Rate of onset of present illness. 1 Very rapid (less than l week) 
-=---2 Moderate development(a week to ..;..;._ _ 
? months) 
3 Ins id ious (more than 2 months) 
~--
Severity of pathology at time of 
hospital ization. 
l Mild 
=---2 Moderate ..:::...._ _ 
3 Severe 
~--
Prominence of psychomotor retardation=l~_None 
(this includes both subjective and 2 Slight but obvious 
objective observations of psychic 3 Moder ate 
re tardation , i.e. slowness of 4 Prominent 
thought, speech, concentration 
and motor retardation.) 
Prominence of psychomotor agitation : ~l __ None 
'this includes both s ubjective and 2 Slight but obvious 
objective observations of motor 3 Moderate 
restlessness assoc iated with sub- 4 Promi nent 
jective discomfort (e . g. pacing, 
hand wringing) and ideational 
overactivity. 
Course of illness l Patient appears to be progres-
sive ly worsening 
?. Fluctuating 
3 Patient appears to have reached 
a plateau 
4 Patient appears to be improving 
steadily 
Severity of depress ed mood ..,.l __ Slight 
2 Modera te 
""'----
3 Severe 
-=<----
Suicidal thoughts or behavior ~l ____ No evidence of these 
~2 ___ Thoughts and/ or threats 
~3 ____ Actua l suicide gesture 
~4 ____ Serious suicide attempt. 
) 
No. 
8 
9 
J.O 
ll 
12 
Item 
Paranoid trends 
Episodes of mania or excitement 
Presence of psychosis 
Gets much secondary gains from 
illness 
Directs anger toward unreasonable 
object 
l2c---~-u . ;i..];! t 
object 
ng e:; - t:O-wa-w - l::lftr e a sonab 1 e 
168 
Code for Scoring 
l None 
---2 Moderate suspiciousness 7----3 Ideas of reference 
---4 Delusions and/or hallucina tions 
---
l None 
-----2 Possible 
-----3 Definite ..;;._ _ . 
Judged psychotic at time of 
hospital ization 
Yes No 
---Judged psychotic at present time 
Yes No 
---
70_~Not present ~l __ To a slight extent 
2 To a moderate extent 
---3 To a marked extent 
---
0 Not present 
-----1 To a slight extent 
-----2 To a moderate extent 
-----3 To a marked extent ..;__ _ 
APPENDIX K 
PERSONAL DATA FORM 
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PERSONAL DATA FORM 
Patient's Name # Code 
-----------------------------------
Date of Admission Date of Discharge 
---------------- No ----------
General Diagnosis Specific Diagnosis 
---------------- ---------
Usual Occupation ----------------
Ocuupation of Husband Father 
-------------------- -------------
Age ________ _ 
Sex 
----------
Number of Siblings Actual Number 
Ordinal Position 
Previous Psychiatric Hospitalizations ________________ __ 
Religious Background 
Highest Educational Attainment 
Marital Status 
Mother Living 
1 
2 
3 
4 
5 
6 
1 
2 
3 
4 
5 
1 Catholic 
2 ---Protestant 
3 Jewish 
4 --Other 
Grammar school only 
Some high school 
High school graduate 
Some college, Jr. college, 
business school 
College or nursing school 
graduate 
Professional or graduate 
school 
Married 
Separated 
Divorced 
Widowed 
Single (never married) 
1 Yes 
2 No 
* 
3 Don't know 
Father Living 
1 Yes 
2 No 
3 Don't know 
PERSONAL DATA FORM (cont'd.) 
Marital History of Parents 
Recent Medical History 
(last 5 years) 
1 
2 
3 
0 
1 
2 
17! 
Stable marriage 
Separation 
Divorce 
No significant problems 
Significant medical problem 
but no surgery 
Surgery 
Specify nature of medical problem 
--------------------------------------
APPENDIX L 
FIGURES 
_____. J . 
I- 3 4- 6 7-9 10-12 13-15 
SCORE 
17.3 
D Loss 
D Control 
• Adequacy 
[]___ 
16-18 19-21 22-24 
Figure I. Distribution of multiple-choice TAT scores 
" 
---------- -
1-3 4-6 7-9 
0 
[] . 
• 
L 
dl 
10·12 13-15 
SCORE 
Loss 
Control 
Adequacy 
Cb.dL 
16-18 19-21 
Figure II. Distribution of Open-ended TAT scores 
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___[]__ 
22-24 
0 Loss 
0 Control 
• Adequacy 
0 2 3 4 5 
SCORE 
Figure III. Distribution of Residents' ratings 
.. 
17 5 
6 7 
APPENDIX M 
DISTRIBUTION OF RAW SCORES ON TAlS 
AND RESIDENT RATINGS '" 
17.7 
Distribution of Raw Scores on TATs and Res i dent Rat i ngs* 
Pt's Multiple Choice TAT Open-Ended TAT Resident Ratings 
No. 
L c A L c A L c A 
01 19 07 10 15 0 5 6 4 2 
02 14 11 11 5 10 6 7 4 6 
03 18 9 9 11 12 8 5 3 6 
04 17 13 6 4 11 7 7 5 3 
OS 14 9 13 5 12 9 6 6 7 
06 12 14 10 7 14 4 3 7 4 
07 17 12 07 9 <t 4 22 6 2 6 
08 ll.4 u 11 9 5 4 7 6 6 
09 9 18 9 7 4 8 4 6 7 
10 15 14 7 3 12 5 6 2 4 
11 13 14 9 4 13 8 4 7 7 
12 14 13 9 16 4 6 2 5 6 
13 13 14 9 1 7 10 7 5 6 
14 13 11 12 11 8 2 3 7 5 
15 11 18 7 5 19 6 5 5 5 
16 13 13 10 9 6 1 6 4 5 
17 10 16 10 8 14 11 6 4 4 
18 18 12 6 10 5 8 1 4 3 
19 17 10 9 20 5 4 7 1 4 
20 9 15 12 4 11 6 7 5 6 
21 11 10 14 9 11 1 7 5 4 
22 13 12 11 5 7 9 5 5 6 
23 12 11 13 7 7 8 5 4 5 
24 7 12 17 2 16 11 3 5 4 
25 15 10 11 10 7 11 4 2 6 
26 12 12 12 6 13 7 3 6 2 
27 15 16 5 11 8 11 7 1 2 
28 10 13 13 6 9 13 5 3 6 
29 13 11 12 10 6 16 5 2 2 
30 16 11 9 13 9 6 4 3 1 
(continued) 
* L = Loss, C = Control, A = Adequacy 
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Pt's Multiple Choice TAT Open-Ended TAT Resident Ratings 
No. 
L c A L c A L c A 
31 8 17 11 7 19 8 6 2 5 
32 7 14 15 6 11 21 3 1 4 
33 19 6 11 10 7 5 4 3 3 
34 15 15 6 7 12 11 4 5 2 
35 13 13 10 4 9 5 5 6 4 
36 17 9 10 7 9 10 3 2 5 
37 7 17 12 12 13 15 2 6 2 
38 18 17 1 4 22 6 7 2 3 
39 15 11 10 11 8 5 7 2 4 
40 15 8 13 8 9 9 3 7 3 
41 13 8 15 7 10 6 5 2 7 
4f - 16 12 8 9 8 5 4 2 5 
43 13 13 10 7 10 5 7 3 5 
44 18 10 8 10 3 7 3 3 5 
45 17 11 8 12 4 9 4 5 2 
46 15 8 13 9 11 1 6 5 3 
47 13 16 7 8 8 3 7 7 4 
48 13 12 11 8 7 6 6 2 4 
49 15 13 8 9 10 14 7 4 7 
50 17 8 11 10 6 1 6 5 3 
51 21 7 8 16 5 7 7 6 6 
52 16 12 8 5 11 7 5 2 1 
53 13 12 11 3 12 7 7 4 4 
54 13 14 9 1 20 13 4 7 4 
55 17 10 9 12 8 8 6 3 5 
56 11 11 14 8 8 3 6 7 3 
57 11 13 12 5 7 7 6 4 3 
58 14 13 9 10 9 1 7 7 4 
59 16 12 8 6 12 9 1 1 5 
60 13 17 6 10 13 5 5 2 6 
APPENDIX N 
DISTRIBUTION OF Z-SCORES ON MULTIPLE CHOICE , TAT, OPEN-ENDED TAT 
AND COMBINED TAT SCORES FOR TOTAL SAMPLE 
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Distribution of Z-Scores on Multiple Choice TAT, Open-Ended TAT 
and Combined TAT Scores for Total Sample 
Subj Multiple Choice TAT Open-Ended TAT Combined TATs 
No. 
Loss Contr. Adeq. Loss Contr. Adeq. Loss Contr. Adeq. 
1 66.51 31.58 50.30 68.91 27.43 44.62 135.42 59.01 94.92 
2 50.38 45.79 53.94 41.70 51.19 47.26 92.08 96.98 101.20 
3 63.28 38.69 46.66 58.02 55.94 52.56 121.30 94.63 99.22 
4 60.06 52.90 35.74 38 .98 53.56 49.91 99.04 106.46 85.65 
5 50.38 38.69 61.23 ' 41.70 55.94 55.21 92.08 94.63 116.44 
6 43.92 56.46 50.30 47.14 60.69 41.97 91.06 117.15 92.27 
7 60.06 49.35 39.38 52.58 36.93 36.67 112.64 86.28 76.05 
8 50.38 45.79 53.94 52.58 39.31 41.97 102.96 85.10 95.91 
9 34.24 70.67 46.66 47.14 36.93 52.56 81.38 107.60 99.22 
10 53.60 56.46 39.38 36.26 55.94 44.62 89.86 112.40 84.00 
11 47.15 56.46 46.66 38.98 58.32 52.56 86.13 114.78 99.22 
12 50.38 52.90 46.66 71.63 36.93 47.26 122.01 89.83 93.92 
13 47.15 56.46 46.66 30.82 44.06 57.85 77.97 100.52 104,51 
14 47.15 45.79 57.59 58.02 46.44 36.67 105.17 92.23 94.26 
15 40.70 70.67 39.38 41.70 72.57 47.26 82.40 143.24 86.64 
16 47.15 52.90 50.30 42.48 41.68 34.03 99.73 94.58 84.33 
17 37".47 63.57 50.30 49.86 60.69 60.50 87.33 124.26 110.80 
18 63.28 49.35 35.74 55.30 39.31 52.56 118.58 88.66 88.30 
19 60.06 42.24 46.66 82.51 39.31 41.97 142.57 81.55 88.63 
20 34.24 60.01 57.59 38.98 53.56 47.26 73.22 113.57 104.85 
(Continued) 
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Subj Mu1 tip1e Choice TAT' Open-Ended TAT Combined TATs 
No. 
Loss Contr. Adeq. Loss Contr. Adeq. Loss Contr. Adeq. 
:::: 21 40.70 42.24 64.87 52.58 53.56 34.03 93.28 95.80 98.90 
22 47.15 49.35 53.94 41.70 44.06 55.21 88.85 93.41 109.15 
23 43.92 45.79 61.23 47.14 44.06 52.56 91.06 89.85 113.79 
24 27.79 49.35 75.79 33.54 65.44 60.50 61.33 114.79 136.29 
25 53.60 42.24 53.94 55.30 44.06 60.50 108.90 86.30 114.44 
26 43.92 49.35 57.59 44.42 58.32 49.91 88.34 107.67 107.50 
27 53.60 63.57 32.10 58.02 46.44 60.50 111.62 110.01 92.60 
28 37.47 52.90 61.23 44.42 48.81 65.80 81.89 101.71 127.03 
29 47.15 45.79 57.59 55.30 41.68 73.74 102.45 87.47 131.33 
30 56.83 45.79 46.66 63.47 48.81 47.26 120.30 94.60 93 . 92 
31 31.01 67.12 53.94 47.14 72.57 52.56 : .. zsa5 U39 69 J1t06.50 
32 27.79 56.46 68.51 44.42 53.56 86.98 72.21 110.02 155.49 
33 66.51 28.02 53.94 55.30 44.06 44.62 121.81 72.08 98.56 
34 53.60 60.01 35.74 47.14 55.94 60.50 100.74 115.95 96.24 
35 47.15 52.90 50.30 38.98 48.81 44.62 86.13 101.71 94.92 
36 60.06 38.69 50.30 47.14 48.81 57.85 107.20 87.50 108.15 
37 27.79 67.12 57.59 60.74 58.32 44.62 88.53 125.44 102.21 
38 63.28 67.12 17.53 38.98 79.70 47.26 102.26 146.82 64.79 
39 53.60 45.79 50.30 58.02 46.44 44.62 111.62 92.23 94.92 
40 l 53.60 35.13 61.23 _1 49.86 48.81 55.21 103.46 83.94 116.44 
(Continued) 
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Subj Multiple Choice TAT Open-Ended TAT Combined TATs 
No. 
Loss Contr. Adeq. Loss Contr. Adeq. Loss Contr. Adeq. 
41 47.15 35.13 68.51 47.14 51.19 47.26 94.29 86.32 115.77 
42 58.63 49.35 43.02 52.48 46.44 44.62 109.41 95.79 87.64 
43 47.15 52.90 50.30 47.14 51.19 44.62 94.29 104.09 94.92 
44 63.28 42.24 43.02 55.30 34.56 49.91 118.58 76.80 92.93 
45 60.06 45.79 43.02 60.74 36.93 55.21 120.80 82.72 98.23 
46 53.60 35.13 61.23 52.58 53.56 34.03 106.18 88.69 95.26 
47 47.15 63.57 39.38 49.86 46.44 39.32 97.01 110.01 78.70 
48 47.15 49.35 53.94 49.86 44.06 47.26 97.01 93.41 101.20 
49 53.60 52.90 43.02 52.58 51.19 68.45 106.18 104.09 111.47 
so 60.06 35.13 53.94 55.30 41.68 34.03 115.36 76.81 87.97 
51 72.97 31.58 43.02 71.63 39.31 49.91 144.60 70.89 92.93 
·52 56.83 49.35 43.02 41.70 53.56 49.91 98.53 102.91 92.93 
53 47.15 49.35 53.94 36.26 55.94 49.91 83.41 105.29 103.85 
54 47.15 56.46 46.66 30.82 74.95 65.80 77.97 131.41 112.46 
55 60.06 42.24 46.66 60.74 46.44 52.56 120.80 88.68 99.22 
56 40.70 45.79 64.87 49.86 46.44 39.32 90.56 92.23 104.19 
57 40.70 52.90 57.59 41.70 44.06 49.91 82.40 96.96 107.50 
58 50.38 52.90 46.66 55.30 48.81 34.03 105.68 101.71 80.69 
59 56.83 49.35 43.02 44.42 55.94 55.21 101.25 105.29 98.23 
60 47.15 67.12 35.74 55.30 58.32 44.62 102.45 125.44 80.36 
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Ranked Combined TAT Z-Scores for Top 20 Scorers 
on Loss, Control and Adequacy Exclusively 
Rank on Loss Patient's No. Loss Control Adequacy 
1 51 144.6 70.9 92.9 
2 1 135.4 59.0 94.9 
3 19 142.6 81.6 88.6 
4 12 122.0 89.8 93.2 
5 33 121.8 72.1 98.6 
6 3 121.3 94.6 99.2 
HIGH 7 45 120.8 82.7 98.2 
LOSS 8 55 120.8 88.7 99.2 
GROUP 9 30 120.3 94.6 93.9 
10 18 118.6 88.7 88.3 
11 44 118.6 76.8 92.9 
12 50 115.4 76.8 88.0 
13 7 112.6 86.3 92.2 
14 39 111.6 92,2 95.0 
15 42 109.4 95.8 87.6 
16 46 106.2 88.7 95.3 
Rank on Control Patient's No. Control Adequacy Loss 
1 38 146.9 64.8 102.3 
2 15 143.2 86.7 82.4 
3 37 125.4 102.2 88,5 
4 60 125.4 80.4 102.5 
HIGH 5 6 117.2 92.3 91.1 
CONTROL 6 34 116.0 96.2 100.7 
GROUP 7 11 114.8 99.2 86.1 
8 10 112.4 84.0 89.0 
9 47 110.0 78.7 97.0 
10 9 107.7 99.2 81.4 
11 4 106.5 85.7 99.0 
12 53 105.3 103.9 83.41 
Rank on Adequacy Patient's No. Adequacy Loss Control 
1 29 131.3 102.5 87.5 
2 28 127.0 81.9 101.7 
3 5 116.4 92.1 94.6 
HIGH 4 40 116.4 103.5 83.9 
ADEQUACY 5 41 115.8 94.3 86.3 
GROUP 6 23 113.8 91.1 89.9 
7 22 109.2 88.9 93.4 
8 57 104.2 90.6 92.2 
9 13 104.2 78.0 100.5 
10 56 104.2 90.6 92.2 
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Combined TAT z-scores of Subjects Included in Top 20 High Scorers 
in 2 Categories* 
Patient's High 
No • Categories Loss Control Adequacy 
. 27 LC* 111.62 111.01 (92.60)** 
25 AL 108.90 ( 86.30) 114.44 
36 AL 107.20 ( 87.50) 108.15 
49 AL 108.18 (104.09) 111.47 
31 CA (78.15) 139.69 106.50 
54 CA (77. 97) 131.41 112.46 
17 CA (87.33) 124.26 110.80 
24 AC (61. 33) 114.79 136.29 
20 CA (73.22) 113.57 104.85 
32 AC (72. 21) 110.02 155.49 
26 CA (88.34) 107.67 107.50 
N = 11 
* L = Loss, C = Control, A = Adequacy 
** ( ) = Non-high Category 
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This study represents an attempt to investigate the nature of 
depressive psychopathology within the context of psychoanalytic 
theory. It poses two major research questions: can depressed 
patients be differentiated on the basis of particular ego states 
according to Bibring's theory; and wll such a classification system 
be useful clinically and theoretically? 
Three subtypes were derived from Bibring's theory. Patients 
in the Loss (oral) group are excessively dependent on others and 
are chiefly struggling with loss of love issues. Patients in the 
Control (anal) group are predominantly striving for a sense of 
mastery; for them issues around control of impulses and objects 
constitute the key source of stress. Patients in the Adequacy 
(phallic) group are aspiring to defeat rivals and to achieve status, 
and are mainly focused around issues of competition and prestige. 
A number of hypotheses were formulated and predictions derived 
to test two broad questions: 1) Do depressed patients fall into the 
three subtypes derived from Bibring's theory? and 2) What differences 
do such subtypes show on clinical and demographic variables? The 
following general hypotheses were investigated: 
Hypothesis 1. Depressed patients can be separated into a 
number of types each emphasizing different aspects of 
psychosexual development. 
Hypothesis 2. Aspects of psychosexual development are 
related to specific precipitating events for the 
depression itself. 
Hypothesis 3. There is a relationship between defensive 
maneuvers and personality characteristics involved in 
the depression. 
Hypothesis 4. The degree and type of psychopathology is 
related to personality characteristics involved in the 
depression. 
In addition, comparisons of subgroups were carried out on a 
number of other clinical variables, and on various demographic 
factors. 
The sample consisted of 60 male and female patients at the 
Massachusetts Mental Health Center, diagnosed as being primarily 
depressed or in whom depression was considered significant. The 
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age range was from 18 through 60; schizophrenic and organic patients 
were excluded. 
A number of measures were used in the study. Three of these, 
the Open-ended TAT, the Multiple Choice TAT and Residents' Ratings 
of Loss, Control and Adequacy were designed for the study, and used 
as the basis for forming subgroups. Other measures designed for the 
study were the Precipitating Stress Check List, the Symptom Picture 
Form and the Personal Data Form . Two additional measures used were 
designed by Grinker and his colleagues in their research. These 
consist of the Feelings and Concerns Check List (which measures 
defenses) and the Current Behavior Check List (which measures 
symptom clusters). 
The findings supported Hypothesis 1; depressed patients were 
shown to vary in their current psychosexual orientation. Patients 
distribute themselves so that some emphasize loss, others control, and 
still others adequacy issues. 
Hypothesis 2 was also supported. Findings showed clearly that a 
positive relationship exists between type of psychosexual orientation 
during depression and type of precipitating event. 
In regard to Hypothesis 3, findings supported a relationship 
between psychosexual orientation and type of defensive operations. 
Some of the relationships found were anticipated, others were not. 
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Findings did not support Hypothesis 4, indicating that there 
is no relationship between degree and type of psychopathology and 
depressive subtype. Only one of five specific predictions derived 
from this hypothesis was supported. 
Subgroups were compared on other clinical and demographic 
variables on an exploratory basis. No significant differences were 
found. 
Examining the results as a whole, they support a multifaceted 
view of depression, and demonstrate that depressed patients can be 
differentiated according to the psychological phenomenological 
factors that Bibring expounds. It is also clear that a systematic 
relationship exists between the type of event that precipitates 
depression and the individual's psychosexual orientation -- his 
emphasis on a particular psychological goal (loss, control, or 
adequacy). This finding suggests a continuity between premorbid 
character and type of depression, which needs to be further 
researched . The findings of a relationship between psychosexual 
orientation and defensive emphasis during depression should stimulate , 
further research on defenses in depression and their relationship to 
personality and symptom picture. 
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